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OPENING AND FILLING OF ROOT CANALS 


N the opening and filling of root 
canals of teeth, asepsis must be 
maintained throughout every 
step of the operation. This need 

not be burdensome nor need it require 
expenditure of extra time which would 
increase the fee so that it could not 
be conveniently borne by the average 
patient. 

A roentgenogram should be taken 
of every tooth to be operated on in 
order to determine the advisability of 
the removal of a vital pulp or the 
treatment of a root canal that has be- 
come infected (Fig. 1). The operator 
may anesthetize the vital pulp or treat 
the infected root canal by whatever 
method he may choose. I prefer to 
use conduction anesthesia for the re- 
moval of the vital pulp and Formo- 
Cresol for the treatment of infected 
root canals. 


TECHNIQUE 


1. The first step in asepsis is to ad- 
just the rubber dam, the tooth and 
the area around it being cleaned with 
70 per cent alcohol to which has been 
added 1 grain of thymol to the ounce. 

2. The pulp chamber is now opened 
to give free access to the root canal, 
whether it is a single or multiple 
rooted tooth. 

3. If a vital pulp is to be removed 
and the root canal is of the proper 
size, a sterile barbed broach of the 
proper size is inserted into the root 
canal and engaged into the pulp tis- 
sue to remove it. If the root canal is 
of the small and tortuous type, or, in 
any case, in opening the root canal 
that has been infected, the pulp cham- 
ber is flooded with phenolsulphonic 
acid. This is best accomplished by 
pouring a small portion of the acid 
in a medicine dish and picking up as 
much of the acid as the beaks of a 
pair of foil carriers will hold; the acid 
is carried to the tooth, the beaks being 
inserted to the base of the pulp cham- 
ber and released. The fluid will re- 
main in the pulp chamber in either 
the upper or lower tooth. 

4. With a smooth broach the acid 
is worked into the root canal which 
is enlarged with broach reamers and 
pulp canal files. 

The phenolsulphonic acid acts as a 
solvent to the dentin; it opens the 
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ELBERT W. KING, D.D.S. 


Geneseo, Illinois 


root canals and the dentinal tubules, 
and destroys any remnant of the pulp 
and protoplasmic substance in the 
dentinal tubules. 

Here is an important point in this 
technique in producing asepsis. As the 
broach or reamers are inserted into 
the pulp chamber and root canals, the 
instrument is automatically sterilized 
as it passes through the phenolsul- 
phonic acid, thus preventing infection 
of the root canals as the result of 
handling the instruments (Fig. 6). 

5. After the root canals have been 
opened to the required extent to per- 
mit their being filled, it is necessary 
to neutralize the phenolsulphonic acid. 
This is best accomplished by the use 
of a 5 per cent solution of sodium 
bicarbonate. If a stronger solution is 
used there may be a precipitation of 
the sodium bicarbonate in the root 
canal, thus causing a blocking of the 
root canal, which prevents the passing 
of an instrument into it; such a pre- 
cipitation of the sodium bicarbonate 
is dificult to remove. The sodium 
bicarbonate in its action with the 
phenolsulphonic acid causes an active 
effervescence which will bring the 


débris from the root canals to the sur-_ 


face of the pulp chamber where it is 
best expressed by a blast of air directed 
across, not into, the pulp chamber. 
This process is continued until all 
effervescence has ceased. 


6. At this point it is best to pre- 
pare and adjust to place lead points 
which I use as an aid in diagnosis to 
see whether the root canals are prop- 
erly opened. Lead points, the size in 
diameter of the pulp canal or broach 
reamer (Fig. 7), are trimmed to the 
required length to extend to the apexes 
of the root canal and well into the 
pulp chamber. The tips of the por- 
tion largest in diameter are flattened 
with pliers to facilitate handling and 
prevent their snapping out of the foil 
carriers when being carried to the 
tooth (Fig. 8). For posterior teeth 
it is well to cut all the points to the 
same length (Fig. 9). The points are 
placed in a bath of 70 per cent alco- 
hol with a grain of thymol to the 
ounce for a few minutes or in Formo- 
Cresol to be sterilized. The points 
are inserted into the root canals until 
resistance is encountered. A roent- 


genogram is then taken (Fig. 2). For 
posterior teeth it will be necessary to 
remove the rubber dam. Before doing 
so, a pledget of cotton dipped in euca- 
lyptol compound is placed in the pulp 
chamber, the walls of the cavity first 
being swabbed. The cavity is sealed 
with gutta-percha. 

Roentgen examination of the an- 
terior teeth is easily accomplished with 
the rubber dam in place. If the roent- 
genogram demonstrates that the root 
canals are not opened satisfactorily 
(Fig. 3) the procedure of opening 
into the apexes should be continued 
after the lead points are removed 
from the tooth and placed in an alco- 
hol bath. This is repeated until the 
roentgenogram demonstrates that the 
lead points are at the proper place at 
the apexes of the root ( Fig.4). When 
this is accomplished the lead points 
are placed in the alcohol bath to be 
used later as a part of the permanent 
root canal filling. 

7. At this point, one may proceed 
with the filling of the root canal. If 
the root canal is to be filled at a sub- 
sequent appointment, it is best to seal 
the cavity in the tooth with both 
gutta-percha and cement, the gutta- 
percha being used in the base of the 
cavity. Eucalyptol compound is first 
applied and is sealed in the cavity to 
act as a solvent to the gutta-percha; 
or where infected root canals have 
been treated, Formo-Cresol is sealed 
in the pulp chamber. A high grade 
cement is flowed over this. This will 
prevent the possibility of contaminat- 
ing the root canal from the fluids of 
the mouth. 


8. There is a different procedure 
indicated in this technique than has 
been previously followed in the mat- 
ter of moisture in the root canals. 
Only the surface moisture is removed. 
Either paper points or a smooth 
broach wrapped with cotton and | 
dipped in the solution of alcohol and 
thymol is used, the excess being re- 
moved on an aseptic towel. This solu- 
tion will not cause irritation to the 
periodontal membrane. 


9. After the surface moisture has 
been removed the pulp chamber is 
flooded with 95 per cent alcohol. The 
object in removing only the surface 
moisture from the walls of the root 
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canals is that the dentinal tubules 
have been opened by the action of the 
phenolsulphonic acid, thus removing 
the protoplasmic contents, which after 
neutralization leaves moisture in the 
form of water in its place. When the 
alcohol is placed in the canals it is 
taken up by the water carrying it into 
the tubules, water and alcohol being 
miscible in all proportions. ‘This is 
desirable because the Dentinoid is 
made plastic by the adding of 95 per 
cent alcohol which will carry the 
‘Dentinoid into the tubules, with its 
resinous binder. The tubules and the 
root canal are thus sealed with a 
preparation that is impervious to 
moisture except its solvent. 

Preparation of Dentinoid for Fill- 
ing—1. About the same amount of 
the powder is placed on a sterile glass 
slab which one would use of cement 
powder for setting an inlay. This is 
heaped up in a cone shape, a depres- 
sion being made in the center so that 
it forms a crater. 


2. Dentinoid is best made plastic 
with 95 per cent alcohol, a medicine 
dropper being used to place the alco- 
hol in the crater. The object in fol- 
lowing out this procedure instead of 
placing the powder in one heap and 
the liquid nearby and then bringing 
the two together, as in mixing a 
cement, is to prevent the alcohol from 
washing out some of the resin that 


taken 


Fig. |—A lower first molar 
from which vital pulp is to 
be removed. 


Fig. 3—Roentgenogram 
at another angle 
showing that root canal was 
not completely opened, 
and that the lead point did 
not extend to the apexes. 


Fig, 5—Completed root 
canal filling, Dentinoid and 
lead points having been 
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acts as a binder for the Dentinoid 
which would thus upset the balance 
of the preparation, and prevent it 
from hardening properly. 


3. When mixed to a creamy con- 
sistency the Dentinoid is carried into 
the root canal with a plain broach 
where it is worked into it with a 
pumping and rotating motion until 
the canal is filled and the excess is in 
the pulp chamber; it is then pressed 
firmly to place with a ball of cotton 
or bibulous paper. 

4. The lead point for each root 
canal is removed separately from the 
alcohol bath, coated with the plastic 
Dentinoid by dipping the point into 
the mass, and carried to the tooth 
where it is inserted to the apexes. 

5. The flattened head is bent over 
on the floor or wall of the pulp cham- 
ber and a small amount of the root 
filling material is placed over this; 
the excess of alcohol is absorbed and 
the excess material removed from the 
pulpal walls. 

Dentinoid may be made plastic at 
any time after the initial mix by 
adding alcohol. 

Fine or tortuous root canals may 
be filled with only the Dentinoid and 
0) be definitely radiopaque (Fig. 
10). 

6. The pulp chamber is sealed with 
oxychloride of zinc cement. It is used 
because it is impervious to moisture. 


used. 
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7. The root canals are now filled 
and the tooth is ready for the restora- 
tion (Fig. 5). 


8. The completing of the restora- 
tion will depend on the type used. If 
an inlay, veneer crown, amalgam, or 
the silicates are used, the usual pro- 
cedure is followed. If a dowel crown 
is to be used, it will be necessary to 
wait a few days until the root filling 
material has hardened. If immediate 
restoration is desired, however, the 
procedure outlined is followed but 
the lead point is cut off the amount 
that the dowel will require, which 
will generally be the gingival two 
thirds of the root. This shortened 
point is inserted to its proper place in 
the root canal, and the oxychloride of 
zinc cement is placed over this. As 
soon as the cement has set, one may 
proceed to prepare the root for the 
dowel. 


Materials—The materials used for 
the filling of the root canals are Den- 
tinoid, which is radiopaque, and the 
lead points which have been fitted to 
the root canals to demonstrate the 
extent to which they have been opened. 
According to Doctor J. P. Buckley, 
Dentinoid is a medicated artificial 
dentin with thymol, thymol iodide, 
and an inert resinous binding sub- 
stance, and sufficient barium sulphate 
to make the filling radiopaque. 


Fig. 2—Pulp of tooth re- 
moved, lead diagnostic 
points in place in root 
canals. All points were cut 
the same length; the one in 
the mesial-buccal canal did 
not extend to the apex. 


Fig. 4—Root canal opened 

to the proper place at the 

apexes demonstrated by 
lead point. 


Fig. 6—How root canal in- 
struments are rendered 
sterile as they are passed 
through the phenolsulphonic 
acid into the root canal. 
Gutta-percha was used to 
show radiopacity. 
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Fig. 7—Various sizes of lead 
points. 


Fig. 9—Lead points with flattened 

portion at the greatest diameter 

ready to be inserted into the root 
canal. 


Fig. 13 


Figs. 11, 12, and 13—Lower central incisor in a boy, aged I! 
years. The tooth had abscessed. The lead point reaches com- 
pletely to the apex of the root as required when the root of a 
pulpless tooth is being filled. The white dot on the roentgeno- 
gram midway between the root and the mesial is a piece of 
gutta-percha retained in the mouth while the roentgenogram 


was being taken. It is not a lateral canal. 


Fig. 17—Same case shown in Figs. 
15 and 16. Appearance of teeth 
after root amputation in Septem- 
ber, 1928. 
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Fig. 8—How the flattened portion 

of the lead point facilitates han- 

dling with foil carriers when plac- 
ing point in canal. 


Fig. |O—Radiopacity of the 

Dentinoid when that ma- 

terial alone is used as the 
root canal filling. 


Fig. 14—An upper central incisor 
in a boy, aged 17. The tooth was 
injured while playing basketball. 
The condition is frequently en- 
countered. The roentgenogram 
shows both the Dentinoid and the 
lead point in the large root canal. 


Fig. !5—Both lower central in- 

cisors were pulpless with large 

areas of rarefaction around the 
root ends in June, 1928. 


Fig. 16—Same case shown in Fig. 
15. The teeth were treated and 
given a rest period for the for- 
mation of new bone in the apical 
area. The root canals were over- 
filled as no attempt was made to 
fill them exactly to the apexes, be- 
cause root amputation was antici- 
pated in July, 1928. The firmer a 
root canal is filled the less chance 
is there of drawing some of the 
material from the canal during 
root amputation. 


Fig. 18—Same case. Amount of 
regeneration of bone in fifteen 
months after root amputation (De- 
cember, 1931). 
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THE RECLAMATION OF A BADLY DEFORMED DENTAL 
APPARATUS: REPORT OF CASE 


WOMAN, aged 23, presented 
herself for treatment about 
two and a half years ago. 
The condition of her mouth 
at the time is shown in Figs. 1, 2, 3, 


and 4. 


EXAMINATION 


In the upper jaw was a removable 
bridge of the tissue-bearing type sup- 
plying both upper centrals, with plain 
grip clasps around the right and left 


IRVING L. ROSOF, D.D.S. 
Brooklyn, New York 


first bicuspids. At the time the patient 
applied for treatment the left first 
bicuspid was extremely loose which 
necessitated its extraction. The gin- 
gival tissue in the saddle area between 
the upper right and left lateral in- 
cisors was soft and flabby owing to a 
marked recession of the underlying 
bony structure. There was also ex- 
treme absorption of the gingival tis- 
sues around the laterals with perio- 


Fig. |—Appearance of upper and lower teeth before 


treatment. 


Fig. 3—Upper and lower teeth before treatment. 


dontal pockets on their mesial aspects. 
These teeth presented a class one mo- 
bility, were protruding labially, and 
had drifted mesially. 

The anterior teeth of the lower 
jaw were irregular, especially the four 
incisors. These teeth had a marked 
periodontal disturbance. There was 
recession of the gingiva of the right 
lateral and central incisors and the 
left lateral incisor had a class two 


Fig. 2—Lower teeth before treatment. 


Fig. 4—Upper teeth before treatment. 
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Fig. 7 


Figs. 5, 6, and 7—Realinement of lower anterior teeth, 
bringing the loose left central lingually and depressing it. 


Fig. 6 


Fig. 9—Cuspids and left central pinledges with three pins 
each; other pinledges made with two pins each. 


mobility while the left central had a 
class three mobility together with 
marked gingival recession exposing 
two thirds of the root on the lingual 
side. This tooth was also in labio- 
version and supra-occlusion. All the 
teeth were vital. 


‘TREATMENT 


1. Periodontic treatment was insti- 
tuted, consisting of scaling, relief of 
traumatic occlusion in centric and the 
excursive movements, curettage of 
periodontal pockets, and the tooth- 
brush technique for stimulation of the 
gingival tissue. 

2. After several weeks of treat- 
ment, the patient was referred to an 
orthodontist who realined the lower 
anterior teeth, bringing the loose left 
central lingually and depressing it 
(Figs. 5, 6, and 7). As a result the 


left central became firmer, less than 
one third of the root was exposed 
lingually, and, after further treatment 
of the pocket with McCall’s sodium 
sulphide solution, reattachment of the 
gingival tissue to the root was secured. 


3. The permanent stabilization of 
the four lower incisors was then in- 
duced by means of a pinledge splint 
from cuspid to cuspid (Fig. 8). The 
cuspids and left central pinledges 
were made with three pins each while 
the other pinledges had two pins each 
(Fig. 9). In order to avoid the dis- 
play of gold at the incisal edges the 
upper margins of the pinledges were 
kept about a millimeter away from 
the incisal edges of the teeth. The 
pinledges were generally considerably 
short of the necks of the teeth. 


4. The treatment of the upper jaw 
was next begun. The laterals, which 


Fig. 8—Stabilization of four lower incisors by 
means of a pinledge splint from cuspid 


to cuspid. 


were protruding labially and were 
spaced at their distal-approximal sur- 
faces (Figs. 1, 3, and 4), were moved 
lingually and distally by means of an 
orthodontic appliance. Periodontic 
treatment was continued after this 
and reattachment of the gingival tis- 
sue on the mesial side of the teeth 
was secured. The problem, now, was 
to restore both upper centrals and the 
left first bicuspid as well as to stabi- 
lize the upper lateral incisors. 


5. A stationary bridge was con- 
structed from upper right cuspid to 
left second bicuspid (Figs. 10, 11, 
12A, and 12B) with pinledges on 
both cuspids and lateral incisors and 
a movable joint in the left second 
bicuspid inlay. This appliance acts in 
the double capacity of a bridge and a 
stabilizer. The gum tissue has re- 
sponded beautifully to treatment. 
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Fig. 128 


Figs. 10, 11, 12 A, and 12 B—Stationary bridge extending from upper right cuspid to left second bicuspid with pinledges on 
both cuspids and lateral incisors and a movable joint on the left second bicuspid inlay. 


REPORT OF A CASE 


Doctor C. W. Boussard, of Cho- 
teau, Montana, reports the following 
case: 

A girl, aged 23, was in normal 
health prior to the contraction of a 
bronchial infection in November, 
1930, which necessitated her keeping 
in bed for approximately six months. 
Treatments, such as with ultraviolet 
rays and infra-red lights were used 
during this period with little internal 
medication. The patient was unable 
to eat enough to maintain the neces- 
sary vitality to combat the disease. 
During the last three months of this 
illness the patient contracted inflam- 
matory rheumatism to such an extent 
that she was unable to turn in bed 
without assistance. 

A general inspection of the mouth 
was made at this time, and roentgeno- 
graphic examination revealed two im- 
pacted teeth, periapical abscess of the 
upper central incisor with its mate 
containing a root canal filling. The 
other upper teeth showed considerable 
alveolar resorption, indicating that 
possible infection was due to low re- 
sistance and vitality. The lower teeth 
were in excellent condition. 


No definite diagnosis was made at 
this time, but a series of mouth 


prophylaxes was started and tried, 


every other day to determine the rela- 
tionship of the oral infection to the 
rheumatism and moderately high tem- 
perature. These treatments were car- 
ried on for three weeks in conjunction 
with the temperature reading. It was 
definitely determined that the patient’s 
temperature would return to normal 
and that the patient would rest com- 
fortably for a day after each treat- 
ment. This indicated that the 
exudates from the gum pockets had 
considerable bearing on the general 
condition. After discussion with the 
attending physician it was decided to 
remove all the upper teeth. The pain 
by this time had lessened enough to 
allow us to work without overtaxing 
the patient. 


As the patient was unable to sit up 
in bed the local anesthetic was admin- 


istered with the patient lying on her | 


back. Two teeth were removed at 
this time. About ten minutes after 
the teeth had been removed the patient 
went into slight convulsions and be- 
gan to gasp for breath. Only one 


carpule was used to remove the two 
central incisors. The same reaction 
resulted the second time when two 
more teeth were removed. The re- 
maining teeth were removed with the 
patient in the chair, without any after 
effects, indicating that the reclining 
posture had some bearing on the reac- 
tion during the first extractions. 


In the week following the extrac- 
tions of all the upper teeth the patient 
was able to be up and around and 
the pain in the arms and legs was 
entirely gone. 


The favorable result of the extrac- 
tions, so far as the rheumatism is con- 
cerned, has continued up to the pres- 
ent day; but three months after the 
extraction of the teeth the patient suf- 
fered a general relapse and was trans- 
ferred to a clinic where three quarts 
of pus were removed from the left 
lung. 


It is known that there is elective 
localization from oral exudates. Is 
there such a localization of pus from 
any other part of the body? 
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ULTRAVIOLET RAYS 


PAUL S. LALONDE, D.D.S. 


Rochester, New York 


LIGHT (Visible)—The visible spectrum includes the following rays: 


violet field. 


Chart No. 


LIGHT—Light is several divisions of the so-called electro-magnetic spectrum. The term “light” is generally accepted as a division not only of 
visitle, but of invisible ultraviolet and infra-red. 


red, orange, yellow, green, blue, indigo, violet. The visible spectrum begins 
with red, with a wavelength of 7,000 a.u., and ends with the violet, with an approximate wavelength of 4,000 a.u. 
ULTRAVIOLET—The ultraviolet region of the electro-magnetic spectrum is composed of light rays whose wavelengths are shorter than those in 


the visible spectrum, in that the wavelengths are so short that they do not register upon the mechanism of the eye, which is not attuned to this 
particular wavelength or frequency. In general, the entire region of the electro-magnetic spectrum between the visible light and the x-ray is the ultra- 


WAVELENGTH—tThe distance from the crest of one wave to the crest of the following wave constitutes a wavelength. 


FREQUENCY—tThe number of waves which pass a given point in a given length of time. 
VELOCITY—tThe speed with which light waves travel. All light waves travel with the same velocity—186,000 miles per second. 


ANGSTROM UNIT—The Angstrom unit is 1-10,000,000 of a millimeter. This unit of measurement, named after the Swedish physicist, Angstrom, 
is the one most commonly used in the measurement of light waves. 
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Chart No. 4 


TRANSMISSION OF ULTRAVIOLET 


Average 


Trade Name tin 3020 ALU. 
Fused Quartz 4.7mm. 92% 
Corex 2.8 89% 
Helioglass 23 56% 
Vitaglass 2.5 44% 
Common Window Glass 3.3 0.5% 


GENERATION OF ULTRAVIOLET BY WATER COOLED 
MERCURY VAPOR BURNER 


\ 
TUNGSTEN ANODE Tt \ WATER OUTLET 
\,' 
QUARTZ TUBE | —LINE-CORD 
QUARTZ WINDOW 1 WATER INLET 
MERCURY CATHODE END 
Chart No. 5 


APPLICATION APPLICATION 
of of 
ULTRAVIOLET ULTRAVIOLET 


With QUARTZ ROD With SPECULUM 
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USES OF ULTRAVIOLET 
IN DENTISTRY 


Chart No. 6 


EFFECTS OF ULTRAVIOLET* 


Prevents rickets and insures proper bone formation 
Maintains proper bone development 
Bactericidal 

Promotes healing in the mouth 
Increases immunity to infection 


* John R. Loofbrourow 


POSTOPERATIVE 
TREATMENT 


Stomatitis Abscesses of Extractions 
Vincent’s Angina Dry Sockets Apicoectomy 
Herpes Osteomyelitis Impactions 
Gingivitis Fractures Alveolectomy 
Pyorrhea Trismus 
ABOUT OUR CONTRIBUTORS = 2 general practice at 1064 Rutland Road, of physiologic solution of sodium 
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has a general practice at 277 Alexander 
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IrviNG L. Rosor received his D.D.S. in 
1928 from the New York University Col- 
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in minor oral surgery in 1930. In 1928 
Doctor Rosof was on the dental staff of 
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is at present on the dental staff of the 
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New York Journal of Dentistry. He is a 
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The biographies of SIDNEY S. JAFFE, A. 
B. ADELSON and PETER T. SWANISH ap- 
peared, respectively, in the issues of 


- March, October, and January, 1932. 


REPORT OF A CASE 
George TIT. Perkins, D.D.S., of San 


Antonio, Texas, reports the case of a 
man, aged 47, white, who gave a his- 
tory of having had a tooth, an upper 
right first molar, extracted by a local 
dentist. The patient complained of 
pain and insisted that he felt some- 
thing moving around in the socket left 
by the recent extraction. A blood clot 
was removed and after thorough 
sponging Doctor Perkins observed an 
opening into the maxillary sinus. The 
sinus itself was filled with a brown- 
ish viscid exudate. He also noticed 
something moving. Introducing a pair 
of cotton pliers Doctor Perkins re- 
moved a live maggot which was fully 
an inch in length. | 
Treatment consisted of irrigations 


chloride until it seemed certain that 
all larvae were destroyed. The usual 
flap operation was then employed to 
close the antrum. 

The patient habitually breathed 
through his mouth. This probably 
permitted the entrance of a fly which 
deposited its eggs. 


LETTER 


The first year of the new DENTAL 
DicEst is now complete and you have 
passed your first anniversary as Editor 
but we feel that it is timely to write you 
a note of congratulations and tell you 
that we have enjoyed your product im- 
mensely. 

You and your confreres have established 
a new standard in dental publications; 
the innovations have been in the direc- 
tion of progress; the innovations have re- 
ceived the plaudits of the profession; as 
you enter the second year, you must feel 
that you are no longer in the experi- 
mental state. 

To you, editorially and personally, we 
would extend our best wishes for con- 
tinued success and may the gods smile 
upon your every” effort—RoBerT R. 
Gituis, D.D.S., Hammond, Indiana. 
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FULL DENTURE PROSTHESIS 


STANSBERY’S TRIPOD AND CHECK-BITE TECHNIQUE 


THINK that in 90 per cent of 

my cases I have succeeded after 

many years in achieving the 

ideal of constructing dentures 
which once inserted give no more. con- 
cern than inlays, fixed bridgework, or 
any other kind of prosthetic appliance; 
the patient does not have to be com- 
ing to my office continually for so- 
called adjustments or corrections; he 
does not have sore spots, and is able 
to eat without discomfort immediately 
upon insertion of the dentures. ‘The 
other 10 per cent who do come back 
for adjustments I have proved to my- 
self are strictly psychologic cases. I 
am sure that at least this 10 per cent 
are, from a psychologic point of view, 
apprehensive of difhculty; they come 
to dentists because they have to and 
are not in the frame of mind to be 
satisfied with anything artificial. A 
denture is artificial after all, and until 
the mental resistance is broken down 
one cannot succeed in satisfying pa- 
tients. 


There is no patient who is more 
deserving of the best dentists can do 
for him than the edentulous patient, 
for the edentulous period is one of 
acute suffering, both physical and 
mental. I know of no greater incen- 
tive in the practice of dentistry than 
to strive to build a set of dentures 
that will bring health and happiness 
to patients who have been so unfor- 
tunate as to lose all of their teeth. 


In addition to efficiency there is the 
matter of esthetics. If the patient is 
happy about his appearance resulting 
from the insertion of dentures, the 
mental attitude of that patient will 
be a great help in learning to master 
the details of the use of dentures. 
Every dentist has probably learned 
from experience the impossibility of 
getting cooperation from a discrimi- 
nating patient who has dentures that 
do not look well. 


I think that in the past twenty 
years I have honestly tried to use 
every technique and theory that has 
been submitted to the profession, but 
not until 1 was fortunate enough to 


see and understand the Stansbery. 


Functional Check-Bite and Tripod 


SIDNEY S. JAFFE, D.D.S. 
Washington, D. C. 


Technique have dentures given the 
absolute satisfaction that 1 am now 
obtaining. 


PRELIMINARY IMPRESSION AND 
Stupy CASTs 


Because of the different degrees of 
compressibility of the tissues, I prefer 
modeling compound to plaster of 
Paris. It permits the making of an 
impression in successive steps, an im- 
pression which can be corrected, the 
deficiencies taken care of, and which, 
when completed, permits me to test 
for retention and stability. I do not 
have to wait for the finished denture 
to see whether I have attained these 
desirable results. 


The manipulation of modeling com- 
pound is greatly facilitated if a heater 
with a thermostat is provided, because 
the same make of compound will act 
differently at different temperatures. 
When the proper plastic fluidity of 
various degrees peculiar to each tem- 
perature have been determined, the 
particular plastic fluidity desired can 
be accurately reproduced at will by 
the temperature control of the ther- 
mostat. It is necessary to learn by 
constant experimentation what a par- 
ticular modeling compound does at 
the various temperatures. It will be 
found that one can do with compound 
as much as with any other material, 
and more. 

Individual Low-F using Cast Metal 
Trays—The need of an individual 
tray for taking impressions with the 
closed mouth technique is self-evident 
to the profession. While a good upper 
impression can be obtained without an 
individual tray, it is my opinion that 
a perfect lower impression cannot be 
obtained without a tray that fits per- 
fectly. When the tongue is protruded 
for muscle trimming and clearance 
around the mylohyoid ridge, the im- 
pression cannot muscle trim properly 
if a large bulk of material is present 
in the region; if the bulk is thinned 
down there is danger that the mylo- 
hyoid muscle will pull away the ma- 
terial, thus breaking the seal. It is 
not desirable to compress the ridge of 
the mandible; it is desirable to com- 


press the buccal and lingual sides of 
the mandible, however; hence, the 
necessity of the individual tray. While 
vulcanite trays have been used by the 
profession for years, I prefer cast 
metal trays, as suggested by Doctor 
Engstrom, because they can be con- 
structed much more easily and quickly 
and are better in that they do not 
give readily under pressure. 


1. An upper and lower impression 
tray is selected which will approxi- 
mately suit the case. The flanges must 
not distend the border tissues. ‘The 
upper tray should be long enough to 
cover the postdam area, and the lower 
should accommodate impression ma- 
terial about an eighth of an inch thick. 


2. The compound, which has been 
heated to about 135° F., or about the 
consistency of heavy putty, is placed 
and two snap impressions are taken. 


3. A quick-setting plaster is poured 
in, or, if desired, a modeling com- 
pound cast can be made by forcing 
softened modeling compound into the 
wet, chilled snap impression. 


4. The outline of the finished den- 
tures is designed with pencil. The 
outline of the upper is familiar to all, 
but it should be remembered that in 
taking the preliminary impressions in 
compound, the soft tissues are pushed 
away, thus the height of the ridges is 
exaggerated in the study casts; there- 
fore, care should be exercised in mak- 
ing the tray line to avoid getting the 
periphery of the tray too high. This 
will save time in trimming the trays 
when they are tried in the mouth. The 
aim should be to have the tray extend 
approximately from 3 to 4 mm. on the 
soft palate. 


5. On the lower cast the approxi- 
mate position of the lowest point of 
the second bicuspid is found and a 
dot made with a pencil. Under the 
distal cusp of the second molar and 
on the height of contour another dot 
is made. These dots are connected 
with a straight line, and the markings 
are repeated on the opposite side. The 
anterior ends of these lines are con- 
nected with the lines running upward 
and forward to avoid impingement 
upon the sublingual glands and fre- 
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num; with a half circle the retromolar 
pad is covered (Fig. 1). The buccal 
and labial margins are outlined in the 
usual manner. The importance of 
this outline will be explained later 
when the taking of the lower impres- 
sion is described. 

6. A pink paraffin wax base plate 
is adapted to the outline on the study 
cast and, with a heated end of a 
spatula, all of the surplus wax is cut 
away to conform to the muscular out- 
line of the cast. 

7. A little talcum powder is sprin- 
kled on the plate, and a second base 
plate is adapted over the one just 
made. 

8. The wax is chilled in cold water, 
lifted off, and the inside base plate 
thrown away; this is done in order to 
have an equal amount of room for im- 
pression material in the tray. 

9. The ends of a piece of cardboard 
are joined with a paper clip (Fig. 2) ; 
some plaster is poured in it, and the 
wax base plate invested. 

10. When set, a few grooves or 
notches are cut in the plaster. Soap is 
applied (Fig. 3), and the remaining 
plaster is poured. 

11. The halves are separated when 
set, the wax base plate is removed, 
and two small gates are cut at the 
tuberosity positions for vents, and a 
large gate is cut at the end of the pal- 
ate to pour in the metal. 


12. The two halves are placed to- 
gether and low-fusing metal is poured. 
Doctor Engstrom’s tray metal is ex- 
actly suited for this purpose. This 
metal chills almost instantly, and the 
trays are removed from the plaster 
mold; the gates are cut off with a 
separating disc, and after the trays 
are tried in the mouth and any possi- 
ble interference with the functional 
range of the border tissues is trimmed 
off, the trays are ready for use (Figs. 
4, 5, and 6). 

13. The approximate bite is estab- 
lished with occlusal rims before im- 
pressions are taken. 


14. A rim of compound is shaped to 
represent approximately the height of 
the lower teeth and seated firmly over 
the ridge of the lower tray. The oc- 
clusal surface is trimmed and shaped 
to an approximate occlusal plane and 
not wider than bucco-lingual 
thickness of the teeth will be. 


15. The upper occlusal rim is treated 
accordingly. A good way is to place a 
small amount of compound about the 
size of the upper centrals and estab- 
lish the desired tooth length; then, 
two soft pieces of compound being 
placed on each side of the upper tray, 
the patient is instructed to close the 
mouth until the front piece of model- 
ing compound contacts the lower bite 
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rim. The surplus is then trimmed 
away and the rim tested for an even 
contact all around. This is corrected 
if necessary by heating the upper rim 
with a mouth blow torch. It may be 
necessary to repeat this operation sev- 
eral times, but one should continue 
doing so until the approximate dis- 
tance or relation is obtained. ‘This 
step is done in order to be able to 
take the impressions with a closed 
mouth technique under an equalized 
stress of the patient’s own mastication 
or biting. 

Since dentures must function un- 
der mandibular stress, it would seem 
logical to secure impressions equalized 
under mandibular stress. —The mus- 
cles of mastication may be stronger 
on one side than on the other; thus 
care would automatically be taken of 
this condition. This, to my mind, is 
the correct way, for the same pressure 
that the patient will apply at this time, 
he will also apply during the process 
of mastication. If the impression is 
taken with hand pressure, one hand 
will always press harder than the 
other, and it is impossible to know 
which way the patient will direct the 
force. If the one side is weaker than 
the other, that is also the way he will 
use it in the act of mastication. 


FINAL IMPRESSIONS 


It is assumed that the mouth was 
properly prepared when the teeth 
were extracted and there are no ab- 
normal ridge conditions, large tuber- 
osities, or unduly prominent cuspid 
areas to require different treatment 
from the remainder of the seating 
area. The following fundamentals 
will apply to all cases: 

1. All mouths have soft and hard 
areas which differ only slightly and 


‘need no deviation from the regular 


technique used. 

2. Dentures made from impressions 
of relaxed or inert tissue will have 
more movement than those made from 
impressions of the same tissues under 
pressure. 

3. Before dentures can function in 
mastication they must become seated 
and the tissue compressed. 

4. There must be no pressure on 
the hard areas until the tissues of the 
soft areas have yielded. 

5. As the inside of the tray is 
larger by the thickness of the wax 
base plate that was discarded in order 
to produce this room, I would advise 
those unfamiliar with this technique 
to replace these wax base plates in the 
metal trays while fitting the periphery 
and making the bite rims, in order 
not to be confused by this empty 
space. When the bite rims are com- 
pleted, before the impressions are be- 
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gun, of course, the wax base plate 
should be removed and discarded. 


Upper IMPRESSION 


1. With the lower tray and bite 
block in the mouth, a roll of Kerr’s 
red modeling compound slightly 
larger than a lead pencil is placed in 
the upper tray, and an impression is 
taken of the ridges and the tuberosi- 
ties so that the thickness of the model- 
ing compound will be slightly greater 
than the wax base plate discarded. 
The surface of the modeling com- 
pound is heated with a mouth or 
Hanau blow torch, and dipped in 
water of 130° F. to temper; the im- 
pression tray is reinserted in the 
mouth, and the patient told to close 
with firm pressure to perfect the im- 
pressions of the ridges. The compound 
is chilled, before removing, with a 
dental napkin dipped in ice water or 
a stream of cold water. The reason 
for omitting the modeling compound 
from the palate is to allow it to 
escape in both directions from the 
crest of the ridge and thereby have 
the greatest pressure on the ridge 
itself (Figs. 7 and 8). It will now 
always be possible to seat the impres- 
sions in the same position. 

2. The tray is dried, and a green 
stick of Kerr’s compound heated in a 
dry flame; the necessary amount is 
placed on the palate, tempered in 
warm water, and reinserted in the 
mouth. The patient is told to bite 
again. No matter how hard the 
patient will bite, he cannot over-com- 
press as the cold compound of the 
ridge will seat itself under pressure 
while the impression of the palate 
will be taken practically without pres- 
sure, thus permitting the surplus to 
escape posteriorly. ‘The posterior bor- 
der extensions should be carried well 
up on the soft palate. The impres- 
sion is chilled and removed (Fig. 9). 
Modeling compound impression is 
often ruined by removing it under 
force, as the chilling may not have 
been completed at the time of removal 
and distortion results. The safest 
way is to force a little cold air at the 
frenum area with the cold air syringe. 

3. The third step is to scrape the 
periphery all around with a sharp 
knife. Green compound is traced on 
by a rolling motion of the stick, and 
heated with a mouth torch. The 
patient is told to close with firm pres- 
sure, after which one side at a time 
is muscle trimmed sufficiently to per- 
mit the functional movement of all 
the border tissues, muscles, frenum, 
lip and cheek tissues, because here 
peripheral bearing must be produced 
without compression of the border 
tissues. The upper impression is re- 
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Fig. 8 


Fig. A 
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Fig. 5 


Fig. 9 Fig. 10 


Fig. |—Outline on cast for the making of the lower tray. 

Fig. 2—Piece of cardboard joined with a paper clip used merely as a convenience for 
pouring in the plaster. 

Fig. 3—Upper wax base plate invested in plaster with gates cut ready for the second 
half to be poured. 

Fig. 4—After the plaster model is separated and the wax is removed the two halves 
are held together and the tray metal is poured. 

Fig. 5—Plaster mold separated and tray metal which has taken the place of the wax. 

Fig. 6—Finished metal trays. 

Fig. 7-—First step in taking upper impression. 

Fig. 8—Impression after surface has been heated with blow torch and reinserted in mouth. 

Fig. 9—Impression with palate taken in green compound, and periphery trimmed be- 
fore compound is applied for muscle trimming. 

Fig. |O—Red compound placed on margin of lower metal tray. 

Fig. 1! A—Same as Fig. 12 A after first insertion. Note that the compound at ridge 
has not joined. This is explained in the article. 
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moved, and with an indelible pencil 
the junction of the vibrating palate is 
marked in the mouth after that por- 
tion of the palate is wiped with a 
piece of cotton. The impression is 
placed back in the mouth and the 
patient is instructed to say ‘‘ah’’ or, 
' by closing the patient’s nostrils with 
the thumbs, the patient is asked to 
blow air into the nasal cavity. This 
will cause the soft palate to be de- 
flected downward and leave the indel- 
ible mark on the impression. This is 
the correct position for the postdam. 

Postdamming means the extending 
of the posterior border of the impres- 
sion into the soft yielding tissues and 
slightly embedding the border into it. 
If there is considerable yielding tissue 
enough carding wax is added to per- 
mit adaptation. The surface of the 
wax is softened slightly with a mouth 
torch, and the impression inserted and 
pressed to place. If the tissues are 
hard at this junction less wax will be 
needed. An excess of postdamming 
will destroy the suction because the 
denture will not go to place. Here 
again a modeling compound impres- 
sion shows its worth. It can be placed 
back in the mouth and with a mouth 
mirror the posterior margin can be 
watched. If bubbles are forced out a 
little more wax is added wherever 
this happens. Wax is added and the 
pressure repeated until the seal is 
perfect. 

4. The final step in an upper im- 
pression is the relieving of the hard 
areas. One of the purposes of the re- 
lief is to provide for the settling of 
the denture; also, to prevent rocking 
or tilting on the hard center when 
the soft tissues yield under pressure. 
All hard areas should be relieved by 


scraping the impression in proportion 


to their comparative hardness. That. 


means not only the hard center but 
isolated hard areas which may occur 
anywhere in the mouth. They can be 
felt only by firm digital pressure over 
the entire seating area. 


When the steps described have been 
carried out the impression is put back 
in the mouth and the patient in- 
structed to try by every conceivable 
movement of the mouth, muscles and 
tongue, or, by biting on a lead pencil 
or similar object in all directions, to 
remove it. If the patient fails to dis- 
lodge it, one may proceed with the 
lower impression, with the assurance 
that a denture made from this impres- 
sion will hold just as firmly as the im- 
pression. 


LowER IMPRESSION 


Stability and retention of lower 
dentures have been one of the most 
dificult problems the profession has 
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been called upon to solve. After hav- 
ing tried almost every method given 
to the profession for stabilization of 
lower dentures, I have arrived at the 
following technique through the in- 
fluence of Doctor Neil, and it has 
been successful in every case. If this 
technique is properly understood and 
carried out in every detail the patient 
will be able to eat with comfort and 
efficiency and without soreness or dis- 
tress. Also, after the lower denture is 
inserted one cannot dislodge the den- 
ture by hand force applied in the same 
direction in which the force of mas- 
tication is applied; that is, pulling 
outward and downward. The patient 
can perform all kinds of gymnastics 
with the lips, facial muscles, and 
tongue without moving the denture. 


1. With a rolling motion of Kerr’s 
red tracing stick a roll of compound 
is traced on all margins of the lower 
tray except the lateral throat form 
flanges (Fig. 10). With a mouth or 
Hanau blow torch, this is heated to 
the flowing stage, dipped to temper 
in water of 130° F., and carried to 
the mouth. The patient is told to close 
in heavy centric relation, this pressure 
being held with the upper impression 
and bite rim for only about five sec- 
onds, just enough to have the com- 
pound flow toward the crest of the 
ridge from each side. This will carry 
the soft tissues to an upright position, 
relieve the crest of stress, and produce 
a saddle effect on the sides. The aim 
is to have the denture rest on the 
mandible just as a saddle rests on a 
horse’s back; that is, the two vertical 


sides of the mandible are compressed - 


but not the crest of the ridge. If pres- 
sure is applied longer than the time 
mentioned, the material will continue 
to compress the ridge, which will de- 
stroy the purpose. The patient is in- 
structed to relieve the pressure, and 
the impression is chilled with ice 
water, and removed and examined for 
defects. 


If this technique is properly car- 
ried out the material at the crest will 
be separated about a millimeter, and 
there will be an excess roll of an 
eighth of an inch on all points of the 
margin (Fig. 11 A). 

2. The excess on the buccal and 
labial is now trimmed away with a 
sharp knife, flush with the tray. This 
margin is heated with the blow torch 
to the flowing stage, dipped into tem- 
pering water and carried to position 
in the mouth. The patient closes again 
in heavy centric relation while mov- 
ing the lips as in laughing and whis- 
tling. The operator may gently assist 
in muscle trimming the labial peri- 
phery. The impression is then removed 
and chilled. If an excess is turned over 
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the margin on the lingual, this step 
should be repeated. 


3. The excess is cut away on the 
lingual, flush with the angle of the 
metal tray, and this margin is heated 
with a blow torch to the flowing stage, 
tempered in water, and carried to the 
mouth where it is held in position with 
the fingers while the patient protrudes 
the tongue as far as possible and wig- 
gles it vigorously in lateral directions. 
This will trim the lingual borders 
and will create a valve seal in those 
regions. If it were not for the tray, 
which was cleared for the mylohyoid 
muscle, the tongue in muscle trim- 
ming would, in all probability, drag 
the posterior portion of the impression 
material away from the tissues in- 
stead of sealing to the tissues; hence, 
the necessity of a tray that is properly 
designed. The impression is again re- 
moved and chilled, and note made of 
an excess turned over the margin. If 
such an excess is present, it is cut away 
and this procedure is repeated until 
there is no excess compound displaced 
by protruding the tongue. 


4. With a sharp knife the com- 
pound is removed from the crest of 
the ridge to the lingual margin under 
the molar areas on both sides. These 
are nonstress-bearing areas. With a 
bur another millimeter of the metal 
is cut away in these areas. All exposed 
metal is covered only on one side with 
green Kerr’s modeling sticks, and 
heated with a blow torch to a flowing 
stage, tempered, and the impression is 
carried to position in advance of the 
other side. It is held firmly in place 
while the patient protrudes the tongue 
as far as possible, and it is again re- 
moved and chilled. This is repeated 
until no excess appears. The opposite 
side is completed in the same manner. 


5. The final step is to trace a little 
red compound on one throat form 
flange and after heating it to seat the 
impression, the heated side first under 
finger pressure, and the patient being 
instructed to protrude the tongue as 
far as possible. The same process is 
repeated on the opposite side. 


6. The impression is now tested for 
peripheral seal. If the muscle trim- 
ming has been accurate up to this 
point in the impression technique, a 
perfect seal will have been established, 
and a suction almost equal to the up- 
per will be noted. The patient is 
given a swallow of water and asked 
whether there is an interference with 
the muscles in deglutition. If there is, 
it is an indication that there is an 
over-extension of the lingual flanges 
distal to the second bicuspid area, 
and inside the crest of the ridges. This 
should be gently scraped, and the 
scraped areas heated with a blow 
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Fig. 11 B 


Fig. 11 B—(a) Diagram of a cross-section of the 
lower impression. Bite block and metal tray; (a-!), 
Kerr's red stick compound traced just inside and upon 
the buccal and lingual periphery. (b) Ideal condition 
after the first imprint—an excess over the margins of 
about one eighth of an inch. (b-2), After the buccal 
and lingual flanges have been compressed there is no 
compression at the crest of the ridge. To continue the 
pressure at this stage would compress the ridge which 
is not desirable. (c-3), The excess compound is 
trimmed with a sharp knife flush with the lingual and 
buccal sides of the tray. (d-4), After the margin has 
been reheated and muscle and tongue trimmed until 
there is no excess. 

Fig. 12 A—The two impressions with preliminary 
centric occlusion obtained during impression taking, 
and casts ready for mounting on plain line articulator. 

Fig. 12 B—Note how casts have been trimmed for 
flasking and notches have been cut for indexing. 

Fig. 13—Casts mounted on plain line articulator. 

Fig. 14—Impressions with metal trays which are 
saved to be used for check-bite records. The bite 
rims have been trimmed and the metal plates, central 
bearing screw, tracer and tracer pin placed for regis- 
tering of mandibular positions. 
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torch. Then the impression is inserted 
while the patient protrudes the 
tongue. At this stage it will usually 
be found that the stability of this im- 
pression almost equals that of the up- 
per (Fig. 11 B). 


DETERMINING THE HEIGHT OF 
THE OCCLUSAL BITE Rim 


With both impressions in the mouth 
and the muscles relaxed the lips should 
be in gentle contact and the occlusal 
rims should be separated by a space 
of about one eighth of an inch. This 
is the rest bite. The patient is asked 
to converse. The rims should not 
touch each other during conversation. 
When the muscles contract, the bite 
rims should come into contact at all 
points. When the teeth are set to this 
relation, it will provide space for food 
so that the patient may masticate 
without separating the lips. If the 
length of the bite rims is satisfactory, 
the median line, high and low lip line, 
and the distal end of the cuspid posi- 
tion are marked on the rims. The 
patient is requested to close as nearly 
as possible in centric relation, and the 
impressions are removed from the 
mouth. As this centric relation is not 
to be accepted for the final setting of 
the teeth, its correctness does not yet 
matter (Fig. 12 A). 


BoxXING THE IMPRESSION 


In order to reproduce the fine de- 
tail of the impression and of the 
peripheral roll or muscle trim, it is 
necessary to reinforce and strengthen 
the impressions so that they can with- 
stand the vibrating and pouring of the 
artificial stone. This reinforcement is 
called boxing. The impressions are 
boxed and poured in artificial stone 
(Fig. 12B). When set, they are 
mounted on a plain line articulator 
(Fig. 13). With calipers, a record is 
kept on the cast of the markings made 
on the bite rims. The screws are set 
on the articulator in order to retain 
the same vertical opening obtained 
during the preliminary bite taking. 
The impressions are now separated 
from the casts. If care is taken in 
separating the impressions and if they 
are not placed in water that is too 
hot the impressions can be saved with 
the trays to be used later in taking the 
functional check bites (Fig. 14). 


SELECTION OF TEETH 


As a matter of routine, I always 
select the teeth that I am going to use 
the first time the patient presents him- 
self for the construction of dentures. 
In the Dentat Dicest of March, 
1932, I described a method of select- 
ing and setting teeth when the patient 


THE DENTAL DIGEST 


is seen before the teeth were extracted. 
In the present article it is assumed 
that the patient is edentulous, and has 
never been seen by the dentist with 
his own teeth. 

1. If the patient raises the upper 
lip, the nostrils flatten out somewhat. 
If a straight line is drawn from the 
alae of the nose in this position, it 
will give the positions of the distal 
sides of the upper cuspids. This line 
is scratched on the rim. The distance 
between this line and the median line 
is the width of the upper three an- 
teriors. Stenson’s duct is usually fac- 
ing the mesio-buccal cusp of the max- 
illary second molar. It is a simple 
matter to arrive at the width of the 
posterior teeth, the marks just de- 
scribed being used as a preliminary 
guide. 

2. The length of the normal tooth 
should be from the high lip line to 
about one sixteenth of an inch below 
the upper lip when at rest. 


3. The tooth form should harmon- 
ize with the face form. Three face 
forms are recognized today. These 
forms are quite familiar to all and 
their true types are easily recognized. 
(a) The square form is characterized 
by having the sides of the face through 
the condyle and the angles of the man- 
dible parallel to each other. (6) The 
tapering form is characterized by hav- 
ing the lines converge downward, and 
(c) the ovoid by having the face pre- 
sent a rounded form, or a series of 
segments of circles. 

By placing two straight edges on 
the face in the condyle regions, one 
can easily see whether they are par- 
allel or whether they diverge or con- 
verge, and select the teeth accordingly. 
Close study of faces will soon teach 
one to recognize these types with great 


accuracy. 


4. For the final point, I see that 
the hue of the porcelain should be in 
harmony with the complexion of the 
person, and I try to select a shade 
that will show the least amount of 
contrast when placed in the mouth. 
When the basic hue is decided I usu- 
ally mix a few shades, selecting a 
shade darker as I proceed posteriorly. 
This makes them sufficiently diversi- 
fied to avoid monotony. 


When the teeth are being selected, 
it is well to keep in mind that by 
grinding occlusal wear can be imi- 
tated, and that stones can also be used 
to advantage in varying the translu- 
cency and the shape of the porcelain. 
In other words, during the selection 
of teeth the combination of color, face 
form, profile type, and arch form 
must be kept in mind in order to 
produce dentures of pleasing appear- 
ance; however, the numerous varia- 
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tions and combinations will yield 
esthetic results only in direct propor- 
tion to the artistic skill and ability of 
the dentist in blending the various 
factors. 

One must keep in mind at all times 
that a denture is a mechanical appli- 
ance, and therefore, one should not 
transgress on certain mechanical laws. 
The law of leverage compels us to 
direct the force of mastication to the 
crest of the lower ridge. If the lower 
teeth are extended labially or buccal- 
ly, the balance of the lower denture 
will be upset. To bring the lower 
teeth in lingually would cause them to 
encroach upon the tongue. This being 
true, it leaves no alternative but to 
place the lower teeth directly over the 
lower ridge. The greatest sphere of 
variation is limited to the upper six 
anteriors, and fortunately there is a 
wide range of variation within this 
limit. All that I have mentioned so 
far on the selection of teeth should be 
incorporated in this small range: tooth 
form, shade, irregular individual place- 
ment, overbite and overjet, arch form, 
and relation of teeth to lips. All this 
is established by the six anteriors and 
individual artistic sense and ability. 
As to the upper posteriors there is no 
choice but to have them occlude with 
the lower. The final arrangement of 
the teeth with regard to function is 
strictly mechanical and will be dealt 
with later in its proper place. 

A set of base plates are adapted to 
the casts that are mounted on the 
plain line articulator, and on these 
bases teeth embodying all the fore- 


going technique of tooth selection and 


esthetic requirements of the case are 
set up. This set-up preserves the ver- 
tical opening between the ridges which 
were determined during the impres- 
sion stage of the denture construction 
(Fig. 15A). The check-bite plates 
are then mounted preparatory to the 
return of the patient for the registra- 
tion of his individual jaw movements 


(Fig. 14). 


EQUIPMENT FOR TAKING 
CHECK BITE 


The outfit for this technique con- 
sists of two stainless steel plates, one 
a plain one and the other with a 
threaded collar inserted in the center 
carrying a round-headed screw and 
threaded in millimeters. One tracer 
plate is for attachment to the man- 
dibular bite rim and one tracer pin 
and tracer pin bracket for attachment 
to the maxillary bite rim, and a syr- 
inge for the injection of plaster be- 
tween the plates to make the check- 
bite records (Fig. 15 B). 

It will be recalled that I advised 
saving the original impressions with 
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Fig. 16C 


Fig. 15 A—Teeth set up on a plain line articulator. 


Fig. 15 B—One tracer plate for attachment to mandibular bite 
rim and one tracer pin and tracer pin bracket for attachment to 
the maxillary bite rim, and a syringe for injection of plaster be- 
tween the plates to make the check-bite records. 


Fig. 16 A, B, C—Tracings obtained on the tracing plates by the 
patient. A, Centric tracing; the apex of this arrow is at the exact 
centric position. B, Arrow design advanced about a millimeter or 
two because of cusp height, which is taken into consideration by 
arbitrarily raising the central bearing screw for this purpose. The 
straight line represents the protrusive excursion. C, Lines of three- 
fourths inch from apex placed arbitrarily to establish an exact posi- 
tion of the laterals, because the only point of concern is the dis- 
tance that the posterior cusps travel. 


Fig. 17 A—Position patient assumes while completing a centric 
record. Note tracing pin at apex. 


Fig. I7A 
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Fig. 17 B—While patient is instructed to hold the mandible in centric the operator injects 
the quick-setting plaster between the metal plates. 


Fig. 17 C—Right lateral position of mandible. | 
Fig. 17 D—Left lateral. 
Fig. 17 E—Protrusive record. 


Fig. 18 A—Plaster check bites as they appear when viewed alone. A, left lateral; B, right 
lateral; C, protrusion; D, centric. 


Vi 18 B—Screws in check-bite plate being raised one and one half turns, approximately 
2 mm. 
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the metal trays and bite rims if pos- 
sible. If they have not been saved, 
new base plates should be constructed 
with modeling compound bite rims on 
the plain line articulator. About an 
eighth of an inch of modeling com- 
pound is trimmed away on each of the 
upper and lower rims so as to lower 
them and have enough room for sub- 
stantial amounts of plaster for the 
check bites. The metal check-bite 
plate is warmed slightly with the 
threaded screw, and slowly settled on 
the lower bite rim. Care should be 
taken not to overheat the compound. 
The plain metal plate is fastened to 
the upper bite rim. The screw is ad- 
justed to the opening originally estab- 
lished on the plain line articulator, 
and it should be in contact with the 
upper plate. The tracing pin holder 
and the tracer plate are attached to 
the labial surface of the metal plates 
as shown in Fig. 14. The tracer plate 
should be previously smoked and then 
covered with a thin film of paraffin 
melted over the smoked surface, or a 
number 2 Staonal pencil, which can 
be obtained in any stationery store. 
The base plates which were previously 
prepared are now ready for centric 
occlusion and the other mandibular 
registrations. 


The teeth selected are set up on 
new base plates on the plain line artic- 
ulator and are tried in for the esthetic 
appearance, and if they are not found 
satisfactory, changes should be made 
at this stage. The vertical opening in 
particular must be verified and ac- 
ceptable before the mandibular regis- 
trations are begun. The verification 
of this dimension is of the utmost im- 
portance as the space occupied by the 


upper and lower impressions with the | 


bite rims determines the interalveolar 
space that the finished dentures will 
occupy. This space will be preserved 
without change throughout the entire 
denture construction. One should not 
proceed to take the check bites until 
he is satisfied with the esthetic appear- 
ance and until he considers the open- 
ing proper. 


STANSBERY FUNCTIONAL CHECK- 
BitE TECHNIQUE 


The members of the National So- 
ciety of Denture Prosthetists have un- 
animously agreed that centric relation 
of the mandible is the most retruded 
relation of the mandible to the max- 
illa, at a given degree of jaw separa- 
tion, from which the patient can make 
mandibular movements to the right or 
left. Some dentists insist on determin- 
ing centric relation without the use of 
the Gothic arch tracings. I do not 
question that it can be obtained, but 
can it ever be proved until the den- 
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tures are completed? The Stansbery 
method proves when centric relation 
is obtained. Another point of impor- 
tance when centric relation is obtained 
by the use of bite rims is that the 
resilience of the tissues may be com- 
pressed more on one side than on the 
other, and the same error will neces- 
sarily be repeated in the dentures 
which will later produce trauma. It 
will be readily seen that when centric 
relation is taken with the central bear- 
ing screw, an equalization of pressure 
of the ridges is assured. 


Technique to Determine Centric 
Relation—1. ‘The vaselined base plates 
are seated firmly in the mouth and 
the patient is instructed to maintain 
a moderate pressure while he moves 
the mandible from protrusion back- 
ward, and from the greatest back- 
ward position, first to the right, and 
then from the same position, to the 
left. The result of this movement will 
be shown by a tracing on the smoked 
graph plate, and will be similar to the 
tracing on Fig. 16A. The apex of 
this tracing will always be exactly 
centric. 

2. The patient holds still and bites 
moderately while the needle point 
rests at the exact apex of the tracing. 

3. From a syringe a quick-setting 
plaster mix is injected (Fig. 17 B). 
One should be sure to cover the en- 
tire area between the metal check-bite 
plates. 

4. When set, the upper and lower 
base plates are removed from the 
mouth, and the plaster disc is re- 
moved, the lubricating surfaces facili- 
tating its removal. This is the centric 
occlusion check bite (Fig. 18 A). 

Doctor Stansbery recommends a 
satisfactory plaster mix consisting of 
one volume of saturated solution of 
potassium sulphate, one volume of 
water and three volumes of Kerr’s 
Snow White Plaster, number 1. 

Eccentric Check Bites—1. The 
screws in the check-bite plate are 
raised one and one half turns, ap- 
proximately 114 mm., to accommo- 
date the cusp height in lateral move- 
ments about to be made (Fig. 18 B). 


2. The movements used to obtain 
the tracing for centric relation are re- 
peated. The tracing plate will now 
show another set of markings similar 
to the first but forward on the plate 
because of the opening of the central 
bearing screw (Fig. 16 B). 


3. When the position of the point 
is about one-fourth inch from the 
apex, plaster is again injected between 
the plates (Fig. 17 C). 

4. When hardened the plaster disc 
is removed, and the same procedure is 
used to obtain the other lateral 
excursion. 
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PROTRUSIVE RELATION 


The fourth and last or protrusive 
relation is determined when the pin 
lies in a position directly back of the 
apex. The plaster injection and the 
registrations are completed (Fig. 17 
A, B, C, D, and Fig. 18). These bal- 
anced check bites register the rela- 
tional positions of the mandible and 
maxillae accurately and definitely and 
insure their placement on the denture 
tripod with a precision heretofore im- 
possible. Although a bite taken with 
bite rims will give a position sup- 
posedly desired, it cannot be dupli- 
cated by the patient in the finished 
denture on account of interference of 
the height of the cusp (Fig. 16C) 


which will lower the mandible. 


In making the registration with bite 
rims there is no assurance that the 
force is properly distributed on the 
bases, because the bulk of the bite rim 
material and unevenness of heating 
cause different degrees of resistance 
over which one has little control. 
All these objections are automatically 
eliminated by the Stansbery method. 
First, to accommodate the height of 
the cusp the central bearing screw is 
raised to register the same lowering 
of the mandible that the cusps will 
produce in the finished dentures in 
eccentric positions. Secondly, the cen- 
tral bearing screw will equalize the 
pressure over the entire area. In the 
Stansbery technique, tie check bites 
are taken in plaster, and so far as I 
know, it is the only method known 
where each check bite can be repeated 
with the same precision as many times 
as the operator desires. The only re- 
quirement is that the accepted vertical 
opening be definitely established 
beforehand. 


This point is ably expressed by 
Doctor Stansbery: 


To analyze the eccentric check bites, it 
is necessary to give some thought to the 
condition of the tissues underlying the base 
plates. The resiliency of this tissue, and 
especially, its horizontal mobility have 
been the principal sources of trouble in the 
accurate registrations of the jaw position 
with the methods commonly in use. A re- 
view of the technic thus far completed, 
will bring to the attention the fact that 
this tissue has been subjected to but one 
single direction of force, and that is the 
vertical direction only. One of the out- 
standing features of my technic is the 
elimination of resiliency in the vertical 
direction by pressure, and the elimination 
of horizontal movement of the bases. To 
illustrate, clinch your fist and select the 
back of some finger that may be compara- 
ble to the edentulous ridge, and exert a 
slight pressure vertically of, say four 
ounces. Note the added compression if any. 
Now, 2, 4, 6, 10 pounds, noting the lack 
of further compression as pressures are in- 
creased. Your reason and sense of feeling 
will tell you that the compression was 
practically complete at 1 or 2 pounds and 
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CAST RESTORATIONS WITH PORCELAIN ON 
OCCLUSAL OR BUCCAL SURFACES 


N a previous article’ I described 

a method for making inlays with 

loop retention and hollow cen- 

ters. In the present article it is 

intended to show how the same prin- 

ciple can be applied in cases in which 

esthetics is an important considera- 
tion. 


AN Upper BIcuspPIpD 


In an upper bicuspid one often en- 
counters a condition in which the buc- 
cal surface is broken down or badly 
discolored, the tooth is pulpless, but 
the lingual surface is in good condi- 
tion. In such a case there are three 
choices of restoration: the gold crown, 
which is objectionable for esthetic and 
hygienic reasons; the porcelain jacket 
crown to which many patients object 
for financial reasons; the Davis crown 
with or without a gold base, which is 
objectionable because the lingual sur- 
face is cut away resulting in a possible 
weakness of the restoration. 

If the loop principle is applied 
these objections can be overcome in 
restoring the tooth. An inlay is made 
with a Steele facing for the buccal 
surface, and the retention is secured 
by a loop of gold in the pulp cham- 
ber and a shoulder on the lingual 
surface. 


TECHNIQUE 
Preparation of Tooth—1. The buc- 


cal surface is cut below the gum mar- 
gin about as far as the shoulder for a 
jacket crown, the copper tube first 
being fitted. 

2. The mesial and distal surfaces 
are prepared as conditions indicate. 

3. About a millimeter is cut from 
the lingual cusp and a shoulder is cut 
on the lingual to about 2 mm. toward 
the gingival. This can easily be done 
with a half inch cup-shaped carborun- 
dum disc, the cutting being done with 
the convex surface of the disc (Fig. 
1 a). 

4. The proximal sides of the lin- 
gual surface are prepared to run par- 
allel and slightly converging lingually. 

5. The pulp chamber is opened 

1Adelson, A. B.: A Method for the Con- 
struction of Large Inlays in Pulpless Teeth, 


Tue Dentat Dicest, 38: 346-347 (October) 
1932. 
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completely, and in doing this one 


should be sure to leave no undercuts 
(Fig. 1 5). 


B 


Fig. | 


6. It is advisable to grind in the 
Steele facing in the mouth before the 
impression is taken in order to enable 
the operator to make modifications in 
the preparation of the tooth so as to 


- place the Steele facing in correct 


alinement. 


Impression — The copper tube 
which has been previously prepared is 
filled with inlay wax. The wax is 
pressed over the tooth, chilled, and 
removed. If it is correct it is replaced 
on the tooth. 


A small tray is filled with soft bit- 
ing wax, which is pressed over the 
tube and adjacent teeth; then chilled 
and removed. 


Making Model in Investment Ma- 
terial—On each side of the tube im- 
pression, between it and the adjacent 
tooth, a copper matrix is placed in the 
bucco-lingual direction to facilitate 
the breaking of the model. This is 
necessary to get easy access to the 
proximal surfaces of a model tooth. 
This has been illustrated in my pre- 
vious article.’ The model is then 
poured in investment material. 


‘to the lingual and buccal wax mar- 


Waxing of Model—\. Wax is 
melted on all margins of the lingual 
half of the tooth (Figs. 2 and 3 c), 
but on the buccal half only the pulpal 
occlusal angles are covered to about a 


millimeter toward the periphery of 
the tooth (Figs. 2 d and 3). 


Fig. 2 


2. A U-shaped wax sprue, 18 
gauge, is inserted in the pulp cham- 
ber, and the open ends are attached 


gins (Figs. 2 c and 3 e). 

3. The pulp chamber is filled with 
investment material (Fig. 3 f) and 
the lingual end of the wax sprue is 
also covered. One should leave a por- 
tion of the wax margins exposed. The 
investment is trimmed to allow space 


Fig. 3 


° 
¥ 
2" 
| 
} 
- 
\ 
| 
A 
G 
E 
/ 


January, 1933 


for a Steele facing with a wax back- 
ing (Fig. 3 g). 

4. The facing with the wax back- 
ing is placed in position, attached, 
carved to form (Fig. 4 h), the facing 
is removed, and the model is cast. 
Fig. 5 shows the finished casting. 


Fig. 5 


Lower MOLars AND BICUSPIDS 


In lower molars and bicuspids some 
patients object to the display of gold, 
but they may not be able to pay for a 
porcelain jacket crown. If a casting 
is made with a porcelain occlusal sur- 
face both objections can be overcome. 
The retention is secured by a loop of 
gold in the pulp chamber, and two 
short posts projecting from this loop 
into the canals. The occlusal surface 
is restored by a tube tooth. 


TECHNIQUE 


Preparation of Tooth—1. The 
natural tooth is cut away to allow 
sufficient bulk for the tube tooth. 

2. The pulp chamber is completely 
opened. 

3. The distal and one of the mesial 
canals are opened to a depth of 3 mm., 
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parallel to each other, to allow an 
18-20 gauge German silver wire to 
enter freely. 

Impression—1. An 18-20 gauge 
German silver wire is bent into a 
U-shape in such a manner that its 
open ends should enter freely into the 
previously opened canals (Fig. 6 2). 

2. The pulp chamber is partly filled 
with inlay wax (Fig. 67). 


Fig. 6 


3. The U-shaped wire is heated 
and passed through the wax into the 
canals, the closed end of the U-shaped 
wire being left exposed for a few 
millimeters (Fig. 6 &). The wax is 
then chilled, removed, and replaced. 

4. The copper tube is filled with 
inlay wax which is pressed firmly over 
the tooth and the exposed end of the 
loop. The tube impression is then 


chilled, removed, and replaced on the 
tooth (Fig. 7). 


Fig. 7 


The remainder of the impression 
and modeling technique is the same 
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as that described for the upper bicus- 
pids. 

Waxing of Wax is 
melted on all angles formed by the 
pulp chamber and occlusal of the 
tooth (Figs. 8 / and 9). 


Fig. 8 


2. A wax sprue, 18 gauge, is bent 
to a U-shape, and the closed ends in- 
serted in the pulp chamber so as to 
cover the opening of the canals ( Fig. 
8 m). The open ends of the U are 
attached to the mesial and distal wax 
margins. 


Fig. 9 
3. The pulp chamber is filled with 


investment material, a portion of the 


Fig. 10 
(Continued on page 43) 
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COMMENTS OF THE PRESS ON THE REPORT OF THE 
COMMITTEE ON THE COSTS OF MEDICAL CARE 


WILBUR REPORT” 


“. . The medical world and the 
world at large should be very wary 
about accepting the majority report of 
the Committee on the Costs of Med- 
ical Care. ... 

“Heaven knows that the cost of 
medical and especially hospital care 
has gone far beyond the point where 
it can function fairly to meet its 
needs! But the Wilbur report cannot 
solve the problems. In the main it 
tries to dull individual initiative and 
redistribute expense instead of actu- 
ally cutting down costs.”’—The New 
York Evening Post 


OF 
MopERN SCIENCE AND 
MeEDIEVAL ETHICS” 


. . - What medicine needs more 
than anything else is a new ethical 
code as up to date and scientific 
as its therapeutics. . . . Advancement 
of medical science demands medical 
centers with equipment and special- 
ists. But this does not necessitate 
Government subsidy and bureaucratic 
control. Medicine must not be social- 
ized.’—The Philadelphia Record 


“Next Stop Moscow” 


‘ 


‘. . . Bureaucracy can be inspired 


by other than venal motives. In fact,. 


it is not regarded as dangerous be- 
cause of unworthy and corrupt inten- 
tions, but is so more frequently because 
of the very praiseworthiness of its 
general purpose. It undertakes social 
services which, considered regardless 
of everything except their intent, 
might be justified. This is its real 
entrenchment. Its objectives appear 
to be the improvement of human con- 
ditions. It appeals to humanitarian 
impulses and seems to be serviceable.” 
—The Chicago Sunday Tribune 


“MEDICAL Costs AGAIN” 


“.. The report which is being dis- 
cussed by the laity and the profession 
is not perfect and is admittedly 
sketchy. The laity is positive only 
that the present system must be im- 
proved. It has the notion that the 
doctors ought themselves to originate 
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the improvement, leaving due room 
for a fair return to the practitioner of 
legitimate medicine. But, in refusing 
to acknowledge possibility of better- 
ment or to agree on suggestions in the 
direction of betterment, the doctors 
hurt their cause most of all. In doing 
so they act not with bad intent, but 
with woeful want of appreciation of 
the seriousness of the burden to the 
ordinary man who is trying to meet 
the costs of keeping well himself and 
the members of his family.’”—The 
Dallas Morning News 


“SOCIALIZING MEDICAL CARE” 


“*.. « Medical care is but one of the 
many problems of the people... . If 
it be proper to socialize the one, it 
follows that it must be proper to 
socialize the others. . . . It should not 
be forgotten that the American people 
are the healthiest people in the world 
and that their ordinary state of well- 
being, culture and prosperity was 
achieved under what is traditionally 
known as the American system of 
civilization, not the Marxian system.” 
—The Washington Star 


“CAN WE AFFORD Goop HEALTH ?” 


‘. . . In short, this is a stop-gap 
report. The members of the commit- 
tee as a whole have never grappled 
with the problem of keeping the 
nation in good health. They have 
closed their eyes to the folly of an 
economic system which keeps three- 
quarters of the total population just 
above the subsistence level. The plan 
which is proposed is better than the 
existing situation, but that is about as 
much as can be said for it. The real 
solution of the question will have to 
wait until this country shakes off the 
pathetic delusions of eighteenth-cen- 
tury society which are today keeping 
it at the tail of the procession.” —T he 
New Republic 


“MeEpIcAL MAss PropUCTION” 


“.. It takes little imagination to 


see how state support for a kind of 
medical guild might grow into a 
political ‘racket,’ under which a pro- 
fessional hierarchy would control ad- 


mission to the guild, the citizen taxed 
for its support would have no choice 
of doctor or of treatment and the 
taxpayers redress for inefficient or per- 
functory service would involve some- 
thing like a Seabury inquiry. 

“.. The imposition of such a sys- 
tem on the public by propaganda and 
legislative action cannot be too strong- 
ly discountenanced. There is no use 
saying that the Wilbur committee’s 
system would not go this far, for 
bureaucracies are never satisfied with 
small degrees of control over indi- 
vidual liberties. The time to check 
the growth of such ideas is at their 
inception, which in this case is the 
immediate present, and we sincerely 
hope that the orthodox medical bodies 
will succeed in doing so.” —The New 
York Herald Tribune 


“THE COMMITTEE ON THE COSTS OF 
MEDICAL CARE” 


. Knowing the composition of 
the committee, physicians will not be 
surprised that a significant minority 
dissented from the majority report. 
“. . Knowing the composition of 
the committee on the costs of medical 
care, it is interesting to find the pet 
plans of many of its members so 
sweetly elaborated in the majority re- 
port. ... The minority report is par- 
ticularly resentful that the majority 
made recommendations on the basis 
of inadequate studies in this field. 
*.. Lhe alinement is clear—on the 
one side the forces representing the 
great foundations, public health off- 
cialdom, social theory—even socialism 
and communism— inciting to revolu- 
tion; on the other side, the organized 
medical profession of this country 
urging an orderly evolution guided by 
controlled experimentation which will 
observe the principles that have been 
found through the centuries to be 
necessary to the sound practice of 
medicine. On the one side are alined 
the forces that would practice one 
kind of medicine for the rich, another 
for the wage earner and indigent; on 
the other side are the physicians who 
know that, from the point of view of 
the physician who studies bodies and 
minds, all are human beings.” —Edi- 


torial, December 3, 1932, J. 4. M. A. 


(Continued on page 30) 
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Costs of Medical Care was “organized 

to study the economic aspects of the pre- 
vention and care of sickness, including the 
adequacy, availability, and compensation of 
the persons and agencies concerned.” Fifty 
persons comprised the committee, divided as 
follows: sixteen representing private dental 
and medical practice; six, public health; 
twelve, institutions and special interests; six, 
social sciences; ten, the public. ‘Twenty-eight 
publications have been released by the com- 
mittee. A million dollars was supplied by 
ten betterment-of-mankind institutions to 
carry on the study. Throughout the studies 
the term “medical care” includes the “pri- 
vate practice of physicians, dentists, nurses, 
and other individuals, and the work of all 
types of medical and public health agencies.” 


Now, after the years of diligent and costly 
iabor, the committee has made a final report. 
After the manner of all commissions, how- 
ever, there has been a sharp division of opin- 
ion among the members with the result that 
a majority and two minority reports were 
released.’ | 


The majority report recommends that all 
types of medical service be furnished through 
community health centers, and that the costs 
be placed on a group payment basis, through 
the use of insurance, or taxation, or both. The 
minority reports recommend that develop- 
ments in group organization and payment be 
under professional direction and control. 
Further, the minority reports oppose: (a) 
government competition in medical practice 
(group payment by taxation) except for the 
care of the indigent and for the treatment of 
veterans suffering from service-connected 
disabilities and disease; (b) the intervention 
of intermediary financial agencies (group 
payment through private insurance com- 
panies). 

“Medical care is but one of the many prob- 
lems of the people. ... If it be proper to 
socialize one, it follows that it must be proper 
to socialize the others.” If we start from this 
premise we have two diametrically opposed 
choices: We may go the whole way to com- 


NIVE years ago the Committee on the 


1Phillips, Herbert E.: Final Report of Committee on the Costs of 
Medical Care, DENTAL Dicest 38: 424 (December) 1932. 


munism where the State would supply all the 
necessities and some of the luxuries of life, 
together with medical care; or we may tie to 
the outworn expression “rugged individual- 
ism” and take the arch-reactionary attitude 
that everything in the present economic sys- 
tem is good, that we need no change, that we 
must maintain the status quo. To go the limit 
at either end, to pure socialism or complete 
individualism, is dangerous and absurd. We 
need some change in the existing economic 
order, but how much, just where, and in what 
direction is not plain. But we should be out- 
spoken on this point: Whatever changes 
occur in the organization of medical care 
should and must be under the direction of the 
professions. 

In the present economic clamor we observe 
a large and influential group of interests de- 
manding lower tax rates, less of the govern- 
ment in business, less paternalism. There is 
also another group much larger but less pow- 
erful, demanding old age pensions, unem- 
ployment insurance, more bureaucracy, and 
larger government subsidies. At this moment 
of discontent the swing of public opinion is 
unmistakably toward more socialistic activi- 
ties. We may be caught in this present eco- 
nomic maelstrom. 


What may we do to protect our interests 
and those of the public? In the first place we 
should be realistic enough to admit that the 
costs of medical care are unevenly distributed, 
that sickness is a major economic calamity 
among the woes of most families, and that 
many persons cannot afford adequate medical 
care. To admit these conditions is not 
enough; something should be done to correct 
them. Some state and county dental and med- 
ical societies (notably the California State 
Medical Society and the Milwaukee County 
Medical Society) are facing the problems 
squarely and are honestly at work on plans to 
bring the practitioner and the patient together 
on an equitable basis. Any plan, though, that 
merely brings these two parties together for 
services and does not provide ways and means 
of payment is not sufficient. If we wish to 
protect ourselves from outside interference 
(either governmental or commercial) and 
give guarantee of good medical care to the 

(Continued on page 43) 
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THE COMMON INTEREST IN PROSPERITY 


UR economic organization 
is a vast network of inter- 
dependent relationships. We 
sell to and buy from one 

another and what we have to sell pays 
for what we wish to buy. This is as 
true as the multiplication table. 
Strangely, many fail to see this sim- 
ple relationship. No upward trend 
can occur unless all go up. “No per- 
manency of any trend can be guaran- 
teed unless we have sound and fair 
balance between all the units of our 
economic body.” ‘This is a simple 
paraphrase of the commonplace that 
the thesis, depression, and its antithe- 
sis, prosperity, is an affair of common 
interest. The synthesis lies in the 
import of a distorted psychology, born 
out of the distress of depression, and 
crystallized in the query, Why pay 
personally for medical or dental serv- 
ice when others can be found to do 
this for us? Here both property and 
professional interests of dentistry, in 
the immediate present and in the long 
run, are involved. In the long time, 
there is the serious danger of a prob- 
able permanent shift in the demand 
for services from the private dental 
practitioner to some other institution, 
private or state, which supplies such 
services gratuitously. “Through habit- 
ual action institutions come to be. 
More in this connection is left for 
later consideration. 


At the moment, while we sit on 
the thorns of an economic depression, 
the hope is that we may once more 
see the silver lining in the cloud. In 
this ferment of hopefulness, few stop 
to ask just what kind of prosperity it 
is that we want to return. Do we 
mean to go back to the ballyhoo, the 
siren-like shrieking of high-power 
salesmanship, and the fireworks of 
stimulated wants that made up the 
essence of life in the boom days? This 
is equal to saying that we want a 
society of rubber-stamp minds in 
which every man desires whatever his 
neighbor has: a life, the substance of 
which is a hodge-podge of gadgets 
and knicknacks. For that class of in- 
dividuals, the predominant many, to 
whom prosperity is synonymous with 
houses and furniture and radios and 
telephones, nothing that transcends 
things per se has significance. Some 
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there are, however, that believe that 
a new scaffolding and new social con- 
trols must be built on the ashes of 
what has gone. For such, the return 
of prosperity in terms of things alone 
is but a leap from the frying pan into 
the fire. 


In a Civilization of Things, the 
pattern of life is cut out of the count- 
less contrivances without which few 
men are happy. It is a matter of fact 
that individuals taken at large want 
what sellers want to make them want. 
The propriety of owning radios, elec- 
tric refrigerators, vacuum cleaners, 
automobiles, and what not, is shouted 
at us over the radio, and acquires cur- 
rency through the billboard, news- 
paper, and magazines. This is not at 
all startling in view of the fact that 
the ingenuity of present-day business 
is dedicated to the task of making 
people want what they never wanted 
before. The consequence of this is 
that we are drowned in a bewildering 
complexity of possessions which mod- 
ern industry offers as an answer to 
the elementary question: What shall 
we eat, what shall we drink and 
wherewithal shall we be clothed? The 
acquisition and the use of the means 
to this end, whether for bad or good, 
engrosses us in such unswerving con- 
centration that life for the most part 
becomes a nervous scramble for things. 

Among students, it is generally ob- 
served that our generation is witness- 
ing a head-on collision between the 
driving necessities of a machine in- 
dustry. We have maneuvered our- 
selves, or have been maneuvered by 
machines, into a position where the 
very existence of our civilization de- 
pends on our capacity to consume. 
Originally, the machine was created 
to augment the output of goods. Now 
we find that increased production de- 
mands increased consumption. Our 
problem consists in not how to make 
things, but how to dispose of them; 
not how to produce goods, but how to 
produce customers. If this machine 
organization called society is to be 
kept on even-keel, consumption of 
goods must keep in advance of pro- 
duction; the ‘“‘torment of Tantalus,” 
the desire for more things, must be 
progressively excited. One desire 


- ditions. 


must be used to breed another, and 
these wants in turn must be fed and 
nourished so that still other wants 
may be born. Thus, it is that the 
“citizen’s first importance to his coun- 
try is no longer that of a citizen, but 
of a consumer.” 


COUNTERFEIT REMEDIES 


It is painfully evident that the idea 
of a “fowl in every pot” permits of 
no separation from the state of busi- 
ness. Economics is the “dismal sci- 
ence’ in boom times. In such periods 
economic discussion is a nightmare. 
It is only in periods of depression and 
distress that the subject becomes im- 
portant—and interesting. It is almost 
a truism that there can be no solution 
of problems of depression which does 
not involve at the same time a solu- 
tion of problems that arise during 
periods of prosperity. Economics as a 
science assumes, as does all science, 
that nothing happens by chance; that 
any observed phenomenon of human 
life is contingent on other phenomena; 
that with sufficient knowledge, every- 
thing can be traced to antecedent con- 
Business depressions are 
effects of antecedent causes. Econo- 
mists offer no concrete program for 
quick restoration of prosperity. No 
such program has been or can be de- 
vised. Per contra, pseudo-economists, 
have inundated the country with 
alluring panaceas and pinchbeck 
schemes promising immediate and 
painless exit from our difficulties. The 
menace of such booby traps does not, 
unfortunately, disappear with grow- 
ing indications that the depression 
may have passed its most acute stages. 


When the crisis is most severe, in eco- 
nomics as in physiology, stimulants or nar- 
cotics obstruct the operation of fundamen- 
tal processes, and are likely to block or at 
least hinder any effective measures for 
rebuilding the affected parts. When the 
crisis gives signs of yielding, one or both 
dangers remain, representing the Scylla 
and Charybdis of economic policy, namely, 
that temporary expedients will be applied 
to the point of undermining the very bases 
of recovery; or that in an excess of confi- 
dence and hope following even the slight- 
est sign of returning strength, the crutches 
will be thrown aside and all systematic 
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efforts abandoned to overcome the organic 
weaknesses which are otherwise likely to 
reappear in ever more menacing forms. 


SOUND CURRENCY 


In what follows, views upon which 
economic minds are in substantial ac- 
cord, are set forth certain plain but 
neglected truths that must be recog- 
nized if we are to harvest another full 
crop of things. ‘The depression can- 
not be exorcised by tricks of political 
grammar; by referring to our present 
distress in the past tense as is the habit 
of the trained seals of one of our po- 
litical parties. During the course of 
the last three years, the electorate has 
been assured that “‘confidence has been 
reestablished”; that ‘“‘all the evidence 
indicates that the worst effects of the 
crash and unemployment will have 
passed during the next thirty days’ ; 
“that we have already weathered the 
worst of the storm.” Let us empha- 
size again that we cannot get pros- 
perity back by headlines. The evils 
that forced the depression on us must 
first be removed. 


The substructure of prosperity is a 
sound currency. Any schemes favor- 
ing the abandonment of, or a radical 
change in the gold standard would 
have disastrous consequences. Infla- 
tion (when credit is in excess of trade 
needs, is circulating rapidly, and is 
being used by people for the purpose 
of bidding up prices to fictitious levels, 
it is proper to say that a state of infla- 
tion exists) has been urged as a way 
out of the depression. Experience 
with schemes of inflation shows that 
the benefit to business in profits is at 
the expense of -wage earners. When 
inflation is carried' to extremes, com- 
merce dies and gambling takes its 
place. Inflation is viewed by its advo- 
cates as a means of escaping debt bur- 
dens. If inflation were really carried 
to any extent, depositors in savings 
banks, bondholders, holders of insur- 
ance policies, would lose what debtors 
gain. ‘Moreover, depression has run 
so long that'a large number of debtors 
have lost all their equities, whether 
they may have been in farms, real 
estate, private business, or securities. 
So numerous and sweeping have been 
the adjustments already made that 
those still required for business recov- 
ery need more urgently to be carried 
through on a continuing basis of 
sound currency.” Even if by some 
miracle, disastrous inflation could be 
avoided, any attempts to tinker with 
currency would merely paralyze the 
nerve of confidence, and discourage 
business from making future con- 
tracts. Efforts along lines of monetary 
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improvements should proceed scien- 
tifically and in a careful experimental 
fashion permitting international co- 
operation. The Gold Delegation of 
the League Nations, the highest au- 
thority on the' importance of interna- 
tional problems in any program of 
business recovery, issued the warning 
that trade cannot be expected to re- 
vive and’ prosper in a world of dis- 
cord 


We are deeply conscious that such im- 
provements depend largely upon the resto- 
ration of international confidence and good 
will. There can never be any hope of 
establishing a monetary system that will 
function smoothly and efficiently in the 
promotion of economic cooperation between 
the nations until the nations are prepared 
to cooperate. The fundamental necessity 
for the creation of a more effective inter- 
national monetary system is the reestablish- 
ment, not so much of the technical proc- 
esses of monetary interchange, but of the 
willingness to use these processes. The 
working of an international monetary sys- 
tem such as the gold standard presupposes 
interdependence of the nations. If, how- 
ever, political conditions are such that 
nations hesitate to commit themselves to 
too great interdependence one upon the 
other, but impose rigid restrictions upon 
international trade in their effort to attain 
economic self-sufficiency there will be little 
scope for any international monetary 
mechanism. We do not desire to enter into 
the political aspects of this problem, but 
we do desire to record our conviction that 
without some measure of political settle- 
ment leading to renewed confidence in in- 
ternational economic and financial rela- 
tions, there can be no secure basis for the 
restoration and improvement of world 
trade and finance. 


More HEMLOCK 


As vicious as inflation are the 
numerous price-fixing operations car- 
ried on at the expense of the taxpay- 
ers purchasing power principally on 
behalf of farmers. Valorization 
schemes in the past have proved no- 
toriously uneconomic, and our own 
experience with the Farm Board’s at- 
tempts to hold up prices of wheat and 
cotton only illustrates the stupidity 
of trying to keep prices up through 
subsidies without at the same time 
regulating supply. Such! schemes en- 
courage low-efficiency producers, pile 
up public debts, and “bring budding 
bureaucracy into full blossom.” They 
create class antagonisms by wet-nurs- 
ing one class of producers at the ex- 
pense of another class, or at the ex- 
pense of consumers as a whole. The 
definite teaching of experience is that 
this device will not lead us, after three 
years zig-zagging in the wilderness, 
into the land of plenty. 

The counterpart of price-fixing 
schemes in goods is the attempt to 
hold back the day of reckoning for 
corporate and_ individual debtors 
whose debts are out of harmony with 
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business realities. Where the corpo- 
rate structure is crushed by impossible 
fixed charges, the sensible course is to 
go forthwith to the job of recapital- 
ization, scaling down of principal and 
fixed costs. Receiverships are called 
for where obviously necessary. Press- 
ing need in individual cases must not 
permit the bolstering of crumbling 
financial structures at public expense. 
Loans to the railroads by the Recon- 
struction Finance Corporation will 
never solve the railroad problem which 
is a single case in point. 


‘TRADE FENCES 


Protection implies prevention. Pro- 
tection by tariff prevents trade. To 
speak more exactly, it is that part of 
trade which consists in bringing in 
from other countries commodities that 
might be produced at home. “Trade 
implies human action .. . A moment’s 
thought will show that no effort of 
foreigners to sell us products could 
of itself make tariff necessary. For 
the desire of one party, however strong 
it may be, cannot of itself bring about 
trade.” If Americans did not want to 
buy foreign goods, they could not be 
sold here even if there were no tariff. 
What our tariff aims to prevent then 
is the desire of Americans to buy for- 
eign goods, and not the desire of for- 
eign producers to sell them. The fact 
that we buy foreign goods is just 
another way of saying that we can 
buy them cheaper than we can pro- 
duce them. The failure of people to 
see through this simple proposition is 
the despair of economists. 

Even those who favor protection 
agree that there is a limit above which 
duties cannot be raised without disas- 
trous results. Today, tariffs through- 
out the world have gone far past the 
limit. One difficulty with tariffs, im- 
port quotas, embargoes, and restric- 
tions is that when the game is played 
by all nations at the same time, for- 
eign trade disappears altogether. “The 
manufacturers of France and England 
or the United States who have in- 
duced their governments to shut out 
competitors find that they are them- 
selves shut out when they try to sell 
their goods abroad. For examples of 
the extent of the destruction that 
has already been wrought, we may 
turn to the gold value of exports of 
Great Britain in the first quarter of 
1932 which were about 36 per cent 
of the value of her exports in the same 
quarter of 1929. The corresponding 
figure for the United States was 27 
per cent and for Canada, 33 per cent. 
For most countries the present gold 
value of foreign trade is less than 40 
per cent of the value of foreign trade 
in 1929. While prices are responsible 
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for a large proportion of this decline, 
the actual volume of foreign trade is 
at a lower level than at any time for 
many years. Excessive tarifis are a 
serious factor in the present depres- 
sion. Their elimination or even their 
reduction will not be easy. 

The choice between a commercial 
warfare, which will destroy the value 
of a considerable proportion of the 
world’s economic assets, reducing 
standards of living, and international 
cooperation, which will create pros- 
perity and raise these standards to 
new high levels, will be made by the 
Economic Conference that is to meet 
in London in the near future. Sir. 
Arthur Salter has written that the 
wrong choice is incredible, that the 
ultimate answer is certain. 


The immediate answer, however, is 
doubtful. In this, as in other spheres, we 
may drift on till natural forces at last 
compel a solution after decades of inter- 
vening anarchy. Or we may, by deliber- 
ate policy, anticipate the conclusion and 
avoid the intermediate period of suffering 
and destruction. The issue depends upon 
a few great countries; upon their recogni- 
tion that they cannot abdicate their respon- 
sibilities for the fate of the world which 
must be determined mainly from their de- 
cisions, or isolate their own fortunes from 
a world of which they are, and cannot be 
but integral units ... the present situation 
is the greatest challenge ever given to the 
constructive and collective intelligence of 
man. 


There can be no high level of na- 
tional prosperity dissevered from 
world prosperity. The economic out- 
look for 1933 depends not on eco- 
nomics but on politics. 


DEBTS AND REPARATIONS 


Whatever may have been the chief 
cause of the depression there is little 
doubt that reparations and debts are 
a factor in the present impasse. Sev- 
eral months ago, Senator Borah in a 
radio address said: “In considering 
our problems of domestic concern, we 
are compelled to consider matters of 
international concern. No clear and 
permanent solution of the farm ques- 
tion, the unemployment problem, 
devastating taxes, unbalanced budgets, 
can be hoped for, it seems to me, until 
some or all of these international 
problems are out of the way.” The 
government of the United States has 
maintained that debts due it were in 
no way tied up with or dependent on 
reparations payments; and it is true, 
that loans were obtained from the 
United States on unqualified promises 
to pay before reparation payments 
were even discussed. The United 
States is the only country which has 
no debt that another country might 
cancel, and hence, proposals for gen- 
eral cancellation never have stirred up 
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much excitement here. Moreover, the 
great body of people in this country 
never have been able to think of the 
war as primarily their war. They got 
into it for what they thought was just 
reason and paid out a handsome bit 
of money in the bargain, but never 
have felt that their obligations went 
further. Disagreements on: this ques- 
tion arise because disagreeing parties 
see questions from different angles, 
and it would be wise to recognize 
frankly that reparations and war debts 
involve issues on which' it would be 
hopeless to expect people of different 
countries to agree. Some way must 
be found of settling them without 
convincing any side that it is in error. 


It would seem that creditor coun- 
tries should realize a little more 
clearly than they seem to do, that the 
choice before them is not that of being 
paid in full and being generous. They 
are not going to be paid in full any- 
how. It simply happens to be better 
for all concerned that‘ an inevitable 
writing down should be effected in 
orderly fashion. Repudiation is an 
ugly word and in a world where trade 
can only exist on credit has: serious 
consequences. Otherwise it might be 
better that the whole crazy structure 
of debts and reparations should be 
allowed to lie down and die. Cancel- 
lation will come some time. The 
world will sooner or later have to 
give up the pretence of paying debts 
that cannot in fact be paid. 


So long as the United States was 
willing to lend the money to Europe 
to pay back to her the illusion of 
payment could be preserved. But 
when we stopped lending, refused to 
take payment in goods, and together 
with France cornered the world’s 
gold supplies, thereby forcing other 


- countries off the gold’ standard, pay- 


ments were bound to come to an end. 
All that remains to be settled is the 
manner in which they shall be ended. 
The most probable, and in the politi- 
cal circumstances of the day perhaps 
the most desirable, form would be 
prolongation of the moratorium un- 
til business is generally regarded as 
again being at normal levels. It is, 
of course, permissible for anyone to 
hope that at the end of that time, 
payments will be resumed on a fat 
scale. And it is not, after all, neces- 
sary for those who do not believe it 
to express their thoughts out loud. By 
scaling down or cancellation we lose 
payments on debt-account, but this 
loss might be more than compensated 
if business conditions abroad would 
be stimulated. Doctor Warren of 
Cornell and Irving Fisher of Yale 
estimate that the depression has cost 
the American people in excess of 150 
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billion dollars. It has likewise been 
estimated that the fall of prices on 
the farm and farm values has cost the 
American farmer 30 billion dollars. 


THE FARMER’S PLIGHT 


The present distressed state of 
farmers has in large measure been 
caused by excessive loans to farmers, 
and the competition of various gov- 
ernmental agencies with one another 
in urging the farmer to borrow. And 
it cannot be gainsaid that the sons of 
the soil have failed in their homage 
to credit as a solution of their ills. 
Proposed plans for relief to farmers 
take two main forms: more debts and 
price-fixing. Both are ruinous. Pro- 
tective tariffs that take more than 
they give are only another rap on the 
farmers’ knuckles. The piling of 
debt, the eternal curse of the farmer, 
has been one cause of surplus produc- 
tion of farm products, which in turn 
caused price declines, and piling up 
still more debts. “In large measure 
agricultural loans were contracted 
for speculative purchase of land, for 
bringing new farms into cultivation, 
and for purchase of improved imple- 
ments and machinery. Costs of pro- 
duction were lowered; yields per acre 
and per man increased.” 


In the long run the solution of the 
farm problem depends on readjust- 
ment of farming to the technical 
changes that have taken place and re- 
duction of fixed charges (taxes) so 
that they bear some relation to in- 
come. Legislation cannot create wise 
men out of wiseacres. ‘“The only last- 


‘ing help for the farmer will come 


from facing realities as promptly as 
possible and ceasing dependence upon 
governmental wet-nursing.” 


A SUBSTITUTE FOR RUGGED 
INDIVIDUALISM 


The problem presented by the trade 
slump is not a problem of hidden 
natural law. It is a problem of defec- 
tive human organization. In some 
way the machinery for exchange has, 
with increasing complexity, got tangled 
up in itself. Economic planning, an 
idea developed in rapid and spectacu- 
lar form by the Russians, has been 
urged as the most persuasive substi- 
tute for the “invisible hand” to un- 
tangle the whole mess. The Soviet 
system rests upon a negation of the 
premises on which our economic or- 
ganization is postulated. Planning 
presupposes purpose. The end-all of 
the Soviet system is the creation of a 
classless society. Motivation in a sys- 
tem resting on private property and 
individual initiative runs in terms of 
profits. Planning in this country im- 
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plies either planning for profits or 
service which in turn means the recon- 
struction of our system on socialistic 
foundations. 

Advocates of plans that leave out 
the State are activated by the strange 
belief that problems too difficult for 
the individual to solve for himself can 
be successfully handled if turned over 
to champions of planning who see 
themselves in the role of Economic 
Planners although the members of 
such a group have not necessarily 
shown special aptitude in solving their 
own problems. Plans that invoke in- 
dividual action plus governmental 
assistance rely on the magic powers of 
the government acting through a 
Board of some kind. In our political 
life, experience shows that in action 
Boards are invariably long, wooden, 
and narrow. 


BANKS AND BANKERS 


To fight shy of the vicious conse- 
quences of failures to business and 
depositors, there is the necessity for 
better organization of the country’s 
credit institutions, banks. Students of 
the subject agree that reorganization 
should be directed toward (1) reor- 
ganization of commercial banking 
along national lines. Institutions en- 
gaged in deposit and commercial bank- 
ing should operate under federal law. 
(2) Extension of branch banking is 
called for so as to provide larger cap- 
ital in banks and better judgment in 
making loans. (3) Mortgage-bond 
banking should be more efficiently or- 
ganized with a view toward creating 
a greater volume of standardized and 
marketable securities based on under- 
lying mortgages. Some sort of safety- 
valve against the butcher, baker, and 
candlestick-maker becoming bankers, 
would be a stitch in time. 


PuBLic EXPENDITURES 


Much has been said concerning 
public expenditures and little need be 
added here. As for the federal gov- 
ernment, the one possible hope of any 
substantial reduction in outlays lies 
in the curtailment of expenditures for 
military ends. Today debts, defense, 
and veterans, take two thirds of the 
federal budget. Nine tenths of the 
decrease contemplated in 1933 falls in 
the group comprising 17 per cent of 
total expenditures. For local govern- 
ments, simplification and elimination 
of waste following out of duplication 
of governmental functions promises 
most. 


REALITY OF RECOVERY 


Much ballyhoo and factitious satis- 
faction has accompanied the slight up- 
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turn in business activity since August. 
How real is the recovery? Has the 
circle been squared and the famous 
“corner” turned? The increase in the 
market price of all shares listed on 
the New York Stock Exchange be- 
tween July and September amounted 
to 12 billion dollars. The average 
price of fifty representative stocks 
compiled by the New York Times 
rose from 33 to 73 in the two months, 
July and September, an advance of 
113 per cent, probably the greatest 
advance in such a period in the history 
of the Exchange.” By October the 
amazing summer rise had for its sole 
remaining support the rather vague 
possibility of what was conceded to 
be only a speculative rise in grain 
prices.* A market recovery that has 
flourished on psychologic and semi- 
political influences and defied all 
precedent must for its further well- 
being rely on the sustenance of healthy 
earning power. Third quarter earn- 
ings will disclose no evidence of an 
abrupt reversal of trend, and the 
course of the fourth quarter cannot be 
charted now. 


It is something, of course, to learn 
that in September, according to the 
United States Bureau of Labor, em- 
ployment increased 3.6 per cent over 
August. One should not forget how 
desperate this still leaves matters. For 
employment has risen from 55 per 
cent of the 1926 level in July to only 
58 per cent of that level. In other 
words, out of every ten men employed 
in factories in 1926, 4.2 are still out 
of work. Total factory pay rolls are 
still at 38 per cent of their 1926 level. 
The New York Times index of busi- 
ness activity based on freight-car load- 
ings, steel mill activity, electric- 
power, automobile, and cotton-cloth 
production stands only a few points 
above its low point of 52 per cent of 
normal. Political clap-trap which 
would have the public believe that if 
a tiny improvement can be demon- 
strated, the steady continuance of that 
improvement until normality is 
reached once more can be taken for 
granted, is not to be trusted. 


PROFESSIONAL WELFARE 


Out of the psychology, born out of 
economic distress, contained in our 
query, Why pay personally for med- 
ical or dental services when others can 
be found to do this for us, follow im- 
plications that press hard on the nerve 
center of professional well-being. 
Doctor J. Earp, Director of Public 
Health, State of New Mexico, wrote 
that “an idea has got about in New 

2Bonds 40 per cent, June-Septe 


mber. 
8The index figure of the fifty stocks declined 
to 55 by October 15, 1932. 
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Mexico, that public health service is 
intended to take care of the sick poor. 
Some people think that the county 
health officers ought to give medicines 
to everyone who cannot afford to buy 
them and that public health nurses 
should spend days at a time at the 
bedside of some sick person.” ‘This 
attitude of mind is by no means con- 
fined to New Mexico; on the con- 
trary, it is general. At a time when 
incomes are falling, individuals, who 
under normal circumstances consult 
the private practitioner, turn to insti- 
tutions supplying the needed services 
gratuitously. Once people feast in 
the verdant pastures of free service, 
they are certain to return, and hav- 
ing browsed there in times of eco- 
nomic misery, are likely to continue 
to come back after the original cause 
has long disappeared. The upshot of 
this is that sooner or later, gratuitous 
service comes to be regarded in the 
nature of a right. Custom follows 
after the facts of experience that give 
rise to it. In the end this distorted 
sense of right germinates and blossoms 
into institutions supplying free serv- 
ices. The shift in the demand for 
services from the private practitioner 
to the free dental clinic by this process 
may become permanent. 


In times of distress the ever-sharp- 
ening conflict between private prac- 
tice and institutions supplying free 
services, private or public, when the 
latter enters the former’s field stands 
out clearly. It is a noteworthy fact 
that public health officials have a 
subtle way of consolidating their po- 
sition. First they offer services to the 
poor, then to the moderately well-to- 
do, then to everybody, and they may 
yet end up by having bills passed to 
make it compulsory for everyone to 
go to a state clinic. The insidious en- 
croachment of public health admin- 
istration into the field of private prac- 
tice is a movement increasingly evi- 
dent, and in periods of economic stress 
gains momentum. The inevitable out- 
come of the blow of the elements of 
such movements comes home in one 
case in point, the Milbank Memorial 
Fund, created in Cattaraugus county, 
New York, established “to improve 
the physical, mental, and moral con- 
dition of humanity.” Some time 
thereafter, the directors of the Fund 
announced that they were “about to 
demonstrate whether by intensive ap- 
plication of known health measures, 
sickness and death could be further 
reduced.” Setting up practice in the 
county in a big way, Milbank demon- 
strators began to examine everybody, 
no matter whose patient he was, for 
tuberculosis, bath itch, flat feet, im- 
pacted molars, and other maladies. 
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Quite emphatically taking care of sick 
people is not public health work; the 
job in this sphere is to keep people 
from getting sick. 

Neither smug complacency nor the 
smoke-screen of tradition offers a clue 
to the solution of the snarled prob- 
lems facing dentistry in a technologic 
civilization out of balance. Any read- 


COMMENTS OF THE PRESS ON THE REPORT OF THE COMMITTEE 
ON THE COSTS OF MEDICAL CARE 


CARE FOR ALL OF Us” 


“*. .. It is the comprehensiveness of 
this proposal and the altered basis for 
financial support alone which distin- 
guish it to any important degree from 
the nature of activities carried on by 
many of our voluntary general hos- 
pitals, and even by some of our pres- 
ent-day tax-supported city hospitals. 


“.. . Such a program for care and 
payment should replace support of 
cults, stop fee splitting, cut out most 
patent medicine waste, and bring com- 
petent care in reach of those who 
need it. 

. Ferment of dissatisfaction 
among the served and the servers is 
evident. Some plans are selfish, others 
unsound in principle and weak in 
practice. A few promise to endure 
because of inherent worth. The best 
wherever found can well become part 
of the central service plan as pro- 
posed by the Committee. 


. . All the recommendations are 
obviously built upon existing institu- 
tions and practices, whose personnel 
and functions are to be incorporated 


more effectively by concentration of - 


resources and expansion of usefulness 
to reach the greatest number of people 
and the highest practical level of 
quality of care. 


Ahalf dozen physicians, more 
imbued than the rest of the medical 
members of the Committee with the 
present excellencies of private family 
practice, present a minority report 
which rings with resentment, and 
overflows with ambitious and unveri- 
fied claims of accomplishment and 
promises of future progress. Stung 
with even the gentlest implications of 
medical inertia and lack of effective 
leadership, and _ registering radical 
opposition to the first three recom- 
mendations of the Committee, they 
object to the proposed medical service 
center as a probable creator of medical 
hierarchies, obstruction to free. com- 
petition, cause of greater costs to pa- 
tients, and destroyer of the personal 
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justment in dentistry to be effective, 
should spring from within rather 
than be forced from without. Not 
alone the preservation and develop- 
ment of the profession depends on the 
wisdom of this readjustment, but to a 
greater degree than we are wont to 
realize, the preservation and develop- 


(Continued from page 24) 


relationship between patient and phy- 
sician. 

“,.. The gist of the two sets of 
recommendations is in the case of the 
Committee’s report an incentive to 
communal leadership with medical 
participation, and according to the 
ideas of the minority, a call for med- 
ical leadership from its own particu- 
lar pedestal.’ —Survey Graphic 


“STATE Doctors” 


. . . Lhe majority and minority 
reports of the committee, the oppos- 
ing attitude of the American Medical 
Association as voiced in its journal, 
and the comments of doctors and 
others in their individual capacities, 
will add for the moment to interest 
in life. Thereafter, it is reasonably 
safe to predict this report, like so 
many others that created excitement 
upon their appearance, will find place 
in a pigeon hole, for the time is not 
yet, if it is ever to arrive, when more 
than passing notice will be given to 
proposals to put the Government into 
medicine on a scale that would tend 
to make medicine a Government mo- 
nopoly.”—The Boston Evening Tran- 
script 


“THE REPORT OF THE COMMITTEE 
ON THE Costs OF MEDICAL CARE” 


“*.. . [here can be no practice of 


medicine without doctors. These in- 
vaders will find that there are few 
physicians indeed so unaware of their 
obligation to medicine as a profession 
that they are ready, even in such 
times as these, to sell their medical 
birthrights for the promoters’ mess of 
pottage. 

“There is, moreover, a far greater 
concern than the rights of the physi- 
cian to practice as his knowledge and 
training indicate is desirable. There 
is the question of Americanism versus 
sovietism for the American people. 


cember 10, 1932, J. 4. M. A. 
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ment of health of the race depends 
on it. It is precisely because medicine 
and dentistry is the father of philan- 
thropy and the sine qua non of social 
uplift that every new experiment in 
social economy tries to make dentistry 
and medicine a tool in the advance of 
its enterprise. 


There is the question of the right of 
the American citizen to pick his own 
doctor and his own hospital, to pay 
his own bills with his own money, to 
be responsible to a doctor who is re- 
sponsible to him. Let the big business 
men who would reorganize medical 
practice, the efficiency engineers who 
would make doctors the cogs of their 
governmental machines, give a little 
of their sixty horse power brains to a 
realization of the fact that Americans 
prefer to be human beings. The com- 
missions, the committees, the five year 
studies and the special reports seem to 
be a product of the period of inflation 
when the world went mad over efh- 
ciency systems, organization and stand- 
ardization. Perhaps the return of 
rationality associated with the period 
of deflation will cause this report on 
the care of sickness to be viewed in 
proper perspective.’’—Editorial, De- 


“INSTITUTIONS AND INDIVIDUALS” 


“. . - Sociology and Medicine met 


head on this week when the Commit- 
tee on the Costs of Medical Care 
finally published its recommendations 
for the re-organization of the practice 
of medicine in the U. S. 


“. . . For the present at least the 
snorting A. M. A. is making its own 
tempest. The Committee on the Costs 
of Medical Care ceases existence with 
this year. Its money is spent. The 
foundations who furnished the money 
have made no provisions for putting 
the majority recommendations into 
practice. Nonetheless, sad-eyed Sec- 
retary-President- Trustee - Chairman 
Dr. Wilbur, who is about to quit 
political administration in Washing- 
ton and return to education adminis- 
tration at Palo Alto, hopes ‘that a 
continuing organization may immedi- 
ately be formed: to promote experi- 
mentation and demonstrations in local 
communities.’ ”’—Time 
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To the “Dental ‘Profession: 
THE RITTER COUNSELOR 


N “Julius Caesar” Brutus says: “There is a tide in the affairs 
I of men, which, taken at the flood, leads on to fortune.” It is 
in that spirit that the “Ritter Counselor” makes its debut before 
the Dental Profession. 


We believe the tide of business has definitely passed low ebb... 
that you are warranted in expecting 1933 to be a year of businese 
improvement but that part of the improvement depends on you, 
and it becomes your selfish duty -to make the most of improving 
conditions. 


Our confidence in the future is evidenced by our decision to ex- 
pend during this year a large sum of money for space in this 
magazine in order to present to you the possibilities that are 
within your*reach. 


It is the purpose of the “Ritter Counselor,” through the presen- 
tation of facts, authentic experiences and statistics, to offer sug- 
gestions for the successful promotion of your interests. 


It is the purpose of the “Ritter Counselor” with the help of the 
nation-wide Ritter organization, to keep you in touch with pro- 
fessional activities and the successful methods that are being used 
by practitioners throughout the nation and to prove what many 
dentists are accomplishing in these times through a reorganiza- 
tion of their practices. 


To increase its business, the manufacturer must continually in- 
troduce new goods that will benefit the profession—or improve 
the old. To increase its practice, the profession must likewise pass 
on to the patient the latest in technique and operating procedure 
—in a modern environment. 


It is the purpose of the Ritter Company, with its background of 
more than 40 years of intimate contact with the dental profession, 
to do what it may in every way to help you—to the end that 
your hopes and ambitions may be more quickly realized. 


Sincerely, 


E. L. Wayman/F PRESIDENT 
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What one dentist did 


to help himself 


OCTOR BENNETT grinned 
for the first time in days. Turn- 
ing away from the window he 
walked into the business office 

where his hygienist was looking at his ap- 
pointment book. 

“Miss Mack,” he said, “did it ever 
occur to you that we really don’t need an 
appointment book ?” 

“Don’t need an appointment book ? 
Why, what do you mean, doctor ?” 

“Just that! All the appointments we’ ve 
had in the last few months we could 
write on our cuffs, make a mental note of 
them, or just let them come in at their 
convenience. It wouldn’t cramp our style 
a bit!” 

Miss Mack looked at the doctor curi- 
ously. She felt dreadfully sorry for him. 
The past year had been tough. 

“And,” continued the doctor, ‘“‘so long 
as we're on the subject of dispensables, 
did it ever occur to you that a certain 
hygienist was slated to be out of a job 
unless the practice of a certain dentist 
began to revive?” 

Miss Mack gasped, but was game. “I 
suspected it, doctor. But don’t mind me; 
you've been awfully decent ... and...” 

Doctor Bennett grinned again. “Now, 
don’t be alarmed. We’re going to get 
out of this predicament . . . and we're 
going to begin making money again. 

“Listen Miss Mack, do you know how 
many dentists there are in this coun- 
try? ... never mind I’ll tell you. About 
sixty thousand. And with thirty-four mil- 
lion people now employed, that means 
close to six hundred men and women per 
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dentist—if they were equally 
divided. Have we got six hun- 
dred patients on our list? Don’t 
answer, it’s too painful.” 

“Yes, but how are we going to get six 
hundred ?” asked Miss Mack, adding the 
stereotyped after-thought, “In these 
times ?” 

“Our hygienist asks a question,” said 
the doctor. “Listen and I'll tell you 
something: Yesterday morning I walked 
down to Pierre’s with Mrs. Bennett. 
And when I looked in the door, I almost 
decided to swap my profession for a 
beauty parlor. Nine-thirty in the morn- 
ing, and the place was packed. There 
wasn’t any depression in Pierre’s place. 
I asked myself why...” 

“Well you know he’s lowered his 
prices a lot,” ventured Miss Mack. 

“Well, we've nicked the sharp edges 
off ours, too, but it hasn’t got us very 
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far... except a little 
deeper in the red. Well 
anyway, when I left 
that place, I started thinking . . . and 
just as I got into our elevator, I had 
an idea. So I turned around and went 
straight over to the library. After an half 
hour’s digging, 1 found what I wanted. 
Have you any idea of how much women 
spend on beautification in a year?” 

“Oh, I suppose it must run into mil- 
lions,” ventured Miss Mack. 

‘Mere pin money. It’s billions! Think 
of it—nearly two billion dollars a year 
sunk into facials, manicuring, hairdress- 
ing and what not. And how much do 
you think is spent for dental work by 


(Concluded on page 7) 
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A Powerful Practice Building Force 


AREFUL analysis shows that every dentist 
can employ ethical methods to build up his 
practice. 
He comes in contact with people every day. 
These people should be told the real value of preventive 
dentistry from a health and appearance standpoint. Many 
of these people require more dental attention than they 
realize—more than superficial examination might dis- 
close. All of them have friends, relatives, children on 
whose lives and habits they exert an influence. Here is 
a potential practice building force that every dentist 
can put to work by adopting a systematic program for 
educating his patients. 

Unfortunately, most dentists do not know how to 
talk to their patients about these things. Every day these 
dentists pass up golden opportunities for building up 
their practice. 

Realizing this situation the Ritter Educational De- 
partment has developed a plan whereby every dentist 
can utilize a powerful educational force right in his of- 
fice. This plan consists of a projector and a series of 
“still” films (not movies) on the value of preventive 
dentistry—the need for thorough X-ray examination— 
the importance of regular visits to the dentist—the re- 
lation between oral health and general health—the wis- 
dom of proper dental care for children. 

The films have been very carefully planned by men 
experienced in moulding people’s minds. Each film tells 
its story with forceful illustrations, linked up with 
clear, convincing explanations. There is nothing “high 
pressure” about these films. The handling of each sub- 


ject is subtle but impressive. Each film appeals to the 


patient’s reason—permits him to draw his own con- 
clusions—allows him to decide for himself ‘what he 
wants to do about it.” 

With the introduction of this Ritter plan for patient 
education, the entire dental profession is given a new 
tool with which to make dentistry a bigger and more 
profitable profession. 
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Many prominent dentists to whom this film and 
idea have been shown during its preparation declare it 
to be the most timely feature that could come to the 
aid of the profession at this time. 


Think what it would mean if every dentist should 
show these films to two patients a day! Supposing you 
live in a city with some 200 dentists. If every dentist 
in the city showed a film to two patients a day, they 


would reach 2400 people a week—over 100,000 a year. 


Figure that each patient will talk about what he learned 
to at least one other person, and you will realize what 
a powerful educational force is in the hands of the 
dentists if they only realize it and act. 

The Ritter educational films can be shown to a 
patient in from five to ten minutes, either by the den- 
tist, assistant or hygienist. Many dentists have their 
hygienists show the film to patients who come early for 
their appointment or after the doctor has finished work- 
ing on them. 


Because of the unusually bright illumination of the 
small, compact projector, these films can be shown on 
any blank wall space—either in your operatory or in 
your business office. 


The first in this series of films entitled, “The X-ray 
in Dentistry and its Relation to Health,” is now ready. 
It tells the story of the important part that X-rays play 
in promoting good health, and is profusely illustrated 
with many interesting cases that stress that value of 
periodic X-ray examinations, as ‘Health Insurance.”’ 


The cost of this constructive help is surprisingly low 
and it will start paying dividends — both in money 
and patient satisfaction the very first day you use it. 
Ask your Ritter dealer to explain and demonstrate the 
advantages of this powerful, new, “practice building 
plan.” Or if you prefer, write to the Educational 
Dept., Ritter Dental Mfg. Co., Inc., Rochester, N. Y. 
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Continued operating 
in position shown at 
left -induces spinal 
curvature as dis- 
closed by the X-ray. 
Note the contrast in 
the completely re- 
laxed and natural 
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URING the past few years 

much has been said about 

“Saving Dentistry for the 

Dentist.” ‘This in itself is a 
very broad subject and the various meth- 
ods in which it has been presented have 
aroused widespread interest. 


Yet “Saving the dentist for dentistry” 
is a far more vital and important con- 
sideration because it concerns the dentist’s 
most priceless asset .. . his health. With- 
out it, no dentist can enjoy the full 
measure of success to which his long 
years of training entitle him. Without it, 
no dentist can do his best work and yet, 
we dare say that nearly six out of every 
ten dentists today are “physically dis- 
abled” as a direct result of their work. 


Long hours of standing beside the 
chair can result in many ailments, the 
chief of which are lumbago, kidney 
trouble, varicose veins, hernia and spinal 
curvatures. The latter, which is the most 
dangerous in that it is a physical de- 
formity; develops in most cases as a re- 
sult of an incorrect standing posture 
while operating. Every dentist has his 
own operating technique, but how many 
know how to use their dental chairs to 
the best advantage . . . not only to make 
their patients comfortable, but to pro- 
vide maximum operating efficiency and 
comfort for themselves? 


If the average dentist were asked to 
perform his work with the aid of an 
ordinary kitchen chair, even for one day, 
he would probably balk at the idea. Yet, 
today hundreds of practitioners are prob- 
ably jeopardizing their health by not 


position at the right. 


using their Ritter Chairs to the best ad- 


vantage. Some dentists are deliberately, 
yet unknowingly, shattering their entire 
nervous system by operating with their 
chairs in a position too low or too high 
for normal comfort. For instance, if the 
chair is too low, the operator must of 
necessity bend over in order to bring his 
line of vision on an even plane with the 
oral cavity, thus producing a definite 
strain in the back muscles, resulting ulti- 
mately in a painful kidney disorder. On 
the other hand, if the chair is too high, 
he is forced to raise his arms and shoul- 
ders in order to operate. The abdominal 
and shoulder muscles in this case become 
taut and a continuation of this procedure 
is very likely to result in a serious ner- 
vous condition. 


Another common fault, especially with 
those dentists who are still using the old 
style “foot pump” chair, is to operate 
with one foot on the foot pump lever of 
the chair. The results of such a proced- 
ure are obvious. The weight of the 
entire body is thrown on one leg and 
the body in order to compensate for this 
“off-balance” position, forces a curvature 
of the spinal column. This practice, if 
constantly repeated, is bound to result in 
a permanent spinal curvature, which in 
turn brings pressure to bear on the hun- 
dreds of sensitive nerves which pass 
through the vertebrae and are connected 
with the spinal column. This condition 
naturally has a ravaging effect upon the 
entire nervous system. Another conse- 
quence of operating in this position is 
varicose veins, a very painful ailment. 

As has been said before, many of these 
physical sufferings could be avoided if 
only dentists would learn to use their 
dental chairs properly. Yes, such condi- 
tions are preventable, especially now 


Notice how the Rit- 
ter Rest Stool con- 
tributes to comfort 
and operating efficiency through health-saving 
posture. 


since the introduction of the Ritter 
Motor Chair. This ingenious piece of 
equipment is positively the “last word”’ 
in dental chair design, for it not only 
eliminates the tiresome foot pumping of 
the old style chair, but it enables the 
operator to stand squarely on both feet 
and to raise and lower the chair to any 
desired operating level by merely touch- 
ing his foot to a conveniently located 
lever. 


Then too, the Ritter Motor Chair, 
because of its electrified operation and 
control, makes possible the practical use 
of the Ritter Rest Stool as shown 
in the accompanying illustration. Many 
dentists consider this chair and stool 
combination ideal, as it allows them to 
relax completely while performing cer- 
tain operations in the oral cavity, at the 
same time giving quick access to all unit 
instruments. It is equally convenient 
and restful while explaining study mod- 
els, and in patient educational work. 


Here truly, is the “Utopia” in dental 
chairs, and the day is not far off when 
every dental office will be equipped with 
this modern “Health Conserver,” bring- 
ing to each dentist increased efficiency, 
greater operating convenience, and last 
but not least, complete physical relaxa- 


tion such as never before thought possi- 
ble. 


And this, readers, is what we mean 
by—‘‘Saving the Dentist for Dentistry.” 


be 4 
> 
; 
2 


As an operating light 


YOU NAME IT! 


ITHIN a few weeks Ritter will 

introduce a_ revolutionary new 
light—the first combination operating 
and diagnostic light ever offered the den- 
tal profession. Right now we are looking 
for an appropriate name for this light 
and will give one of these lights as a 
prize to the dentist who submits the best 
name, plus the best fifty word reason for 
selecting that name. 


In case the prize winning name is sub- 
mitted by two or more dentists, the prize 
will be awarded to the dentist who gives 
the best reason for his selection. 


Contest closes March 1st. Address 
all mail to the Ritter Dental Manufac- 
turing Company, Inc., Rochester, New 


York. 


Here are the features of the new light 
that will help you in selecting a name: 


Com pactness — smallest, yet most efficient 
light available. 


Balance — suspension type. Light remains 
fixed in any position. 


Flexibility — perfect “finger touch” control 
permits easy positioning at any operating 
angle. 


Non-Glare — special “daylight correction 
lens.” Maximum intensity of “focused” light 
without injury to patient’s or operator’s eyes. 


Visor—adjustable to any angle. Serves two 
purposes—(1) concentrates light in oral cav- 
ity without glare in patient’s eyes; (2) serves 
as holder for all types of X-ray film mounts, 
permitting “close-up” study while operating 
without interfering with 
amount of light entering 
patient’s mouth. 


Convenience — permits 
easy accessibility to other 
operating essentials. 


Adaptable —to Ritter 
Units or Tri-Dents. No 
exposed wiring. 


V entilation—heat dis- 
sipated through special 
ventilators (not through 
lens) assures added com- 
fort to patient and op- 
erator. 


As a diagnostic 
light and operat- 
ing light 


Does CHILDREN’S 
DENTISTRY Pay? 


LTHOUGH the average dentist 
has made very little effort to 
supplement his general practice 
by intensively cultivating the 

juvenile field, the experience of those 
who have applied intelligent effort to 
their children’s practice proves that it is 
not only profitable but comparatively 
easy to build. 

With 35,965,310 children in the 
United States between the ages of 4 and 
16 in need of dental attention, nearly 
one-third of the population, any dentist 
who fails to systematically develop his 
practice with children discounts his pos- 
sibilities 33 1/3%. 

Contrary to the belief of some den- 
tists, children’s work is profitable. Ac- 
cording to a prominent Detroit dentist, 
“By utilizing the after school hours, 4 
p. m. to 6 p. m.—the lull hours in the 
average practice, the dentist can earn 
$60.00 a week or $240.00 a month.” 
This same dentist continues—‘Should 
the operator earn $240.00 in denture or 
bridge construction—the laboratory and 
material cost would be possibly $40 or 
$60. In $240.00 earned in children’s 
work, I am sure the material cost would 
not exceed $12.00. The proportionate net 
is much greater in children’s practice.” 

A prominent Minneapolis dentist con- 
tends that parents will pay well for chil- 
dren’s dentistry, providing they under- 
stand the importance of these deciduous 
teeth. To parents who think of these 
teeth as temporary and not worth saving 
he explains that these molars must func- 
tion until the child is ten or twelve 
years of age—‘surely not a ‘temporary 
period’.” He pictures the structure of 
these deciduous teeth—how decay starts, 
rapidly progresses and what happens 
when it reaches the pulp. He tells them 
what must be done then—what it means 
to the efficiency of mastication and arch 
form when an abscessed tooth is ex- 
tracted; points out that abscessed teeth 
must be extracted and what must be done 
to retain this space—stresses the fact that 
all this can be prevented. 


A well-known dentist in Nebraska 
writes: “The past three months have 
been the worst in my general practice 
in three years. We would have been in 
a deplorable state if it hadn’t been for 
our children.” To substantiate his state- 
ment he submitted figures to show that 
while his entire practice was off 25%, 
since he started to systematically develop 
his children’s practice in January, 1931, 
his laboratory bill today is almost one- 
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half of the usual amount it was then. He 
does no laboratory work on bridges. 
plates, etc. This type of dentistry for- 
merly assured him 2/3 of his income. 
Consequently his present laboratory bills 
constitute a valuable index to the impor- 
tant part that children’s dentistry is play- 
ing in his good showing under present 
conditions. 

When a dentist employs the right 
methods for developing his business with 
children, his success is practically assured. 
One of the dentists quoted above had less 
than six appointments per month with 
children under 13 years of age, when he 
set out to build up his children’s practice 
in January, 1931. Today, in less than 
two years, he has thirty a month. 


Dentists who have made the greatest 
progress in this branch of dentistry are 
those whose offices invite children. Some 
have a special reception room for children 
—others have a children’s corner in their 
general reception room, with small chairs, 
table, toys, etc. All have a special oper- 
ating room for children with a Ritter 
Junior Chair, and usually a Ritter Tri- 
dent. Practically all of these children’s 
operating rooms have suitable juvenile 
decorations—doll house instrument cabi- 
nets, toys, etc. 

Starting their activities with a special 
room, built around the Ritter Junior 
Chair these dentists have followed a defi- 


‘nite procedure for interesting and edu- 


cating parents and children—for han- 
dling their little patients in order to win 
their cooperation and good will. Natu- 
rally, the Ritter organization has accu- 
mulated a fund of valuable information 
on this subject which is available to den- 
tists who are interested in building up 
their practice with children. 


Attractive, inviting equipment will quickly win 
the confidence and approval of the child patient. 
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THE COMEBACK 
(Concluded from page 3) 


men and women combined ? I'll tell you: 
less than five hundred million! It’s a 
crime. For every eighty dollars you 
women spend on beauty culture—less 
than twenty dollars is spent on care of 
the teeth!’ 

“The skin you love to touch... and 
teeth that wreck the picture!”’ murmured 
Miss Mack. 

“Right,” said the doctor. ““No woman 
can be beautiful without good-looking 
teeth . . . But wait, I’m not finished. 
This story has several chapters. Once my 
eyes were opened, I looked around. On 
the way back I ran into two more shocks. 
First, I passed Charter School. There 
were a couple classes of youngsters .. . 
out for recess, I guess .. . playing in the 
school yard. Has it ever occurred to you 
that we have shamefully few children 
patients ?” 

“I mentioned that to you once you 
know, Doctor. You didn’t seem in- 
terested.” 

“Well, you didn’t expect to dent ivory 
with an idea, did you? Must have been 
in the palmy days. Anyway, today I 
checked up on the kiddies. Thirty-six 
millions of them. Thirty-six million ap- 
ples-of-the-eye of doting parents who'd 
give their right arm to keep those young- 
ster’s teeth in perfect condition if some- 
one gave them a reminder now and then! 
Suppose we could get our share of those 
millions of youngsters if only for regular 
examination and prophylaxis—we'd have 
one hundred fifty new patients with an 
income increase of from $1800 to $2000. 

“And last but not least, just a half 
hour ago, I did something that jarred me 
into another idea. I changed barbers. 
Why? Because yesterday as I came back 
from the library, I noticed that shiney 
new shop down at the corner. And as I 
wondered why I had so easily deserted 
old ‘Joe,’ I almost jumped out of the 
chair. Miracle I didn’t get my throat 
cut! Do you know why I changed bar- 
bers? I had fallen for the chromium and 
white enamel and tile. I couldn’t resist 
the modern, up-to-the-minute spick and 
span smartness of that place.” 

“Well, what has all this got to do with 
your practice? What is it that you’re go- 
ing to do?” asked Miss Mack with a 
little frown. 

Doctor Bennett looked hurt. “After 
all I’ve told you, you haven’t the answer? 
Tsk... tsk! I see I’ll have to tell you. 
First, we’re going to adopt a plan of 
Systematic educational work with each 
patient on the value of preventive den- 
tistry. We’re going to make them realize 
just what preventive dentistry means 
from the standpoint of health and per- 
sonal appearance. We’re going to make 
our women patients conscious of the im- 


"| saw his new office—looks like a million dollars|"' 


portance of teeth to personal charm and 
physical well being. We’re going to make 
regular customers of them, if you want 
it in perfectly plain English!” 

“Then what?” asked Miss Mack. 

“Then, we’re going after the children 
as patients . . . through their parents of 
course. We’re going to develop that field 
... actively cultivate it as we've never 
done before. There’s a lot of fine educa- 
tional literature available on the impor- 
tance of preventive dentistry both when 
the boys and girls are young and again 
during their adolescent years. We'll put 
that literature to work for us. 

“Third and last, and this will make 
you happy .. . we’re going to install that 
equipment I’ve been putting off buying 
... right away. Thank the barber shop 
for that decision. I’ve been thinking some 
of taking a little flier in stock that I be- 
lieve is pretty good. But I’ve recon- 
sidered. I’m going to put that money 
where it’s going to work for me whether 
the market goes up or down... and 
where I won’t get grey hair worrying 
over it. We’re going to have a new Ritter 
Motor Chair, unit, and sterilizer... 
and we're going to fix up our extra room 
as a children’s operating room and install 
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a complete line of Ritter’s Juvenile 
Equipment. We're going to dress this 
place up until our patients begin to talk 
about it. 

“You might as well turn your library 
card over to your mother, Miss Mack. 
We're going to work and you'll be busy 
. . . perhaps not tomorrow... but wait 
and see; you're going to be busy and you 
won't have to wait very long. My mind’s 
made up ... we're going to do it!” 

Miss Mack’s eyes glistened. “Doctor,” 
she said, “you don’t know how glad I 
am! I’m ready to do my part. I already 
have a plan of patient education worked 
out for my department.” 

That was not quite a year ago. The 
other day a group of his colleagues at 
luncheon watched him hurry out the 
door. Their comments provide the sequel 
to the foregoing narrative: 

“They say his appointment book is 
filled, weeks ahead!” “I don’t know how 
he did it . . . wasn’t so long ago he was 
so blue you couldn’t talk to him.” “I saw 
his new office—looks like a million dol- 
lars!” “Well Bennett’s a good man... 


and don’t forget that old one—‘you can’t 


keep a good man down’. 
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Impacte MOLAR 
Fractured jaw 


¥ that agonizing moment of discovery, 
he resolved never again to take a 
chance on superficial diagnosis. 

All the reasons he had conceived for 
not buying an X-ray were obliterated by 
the knowledge that this disaster could 
have been avoided by X-ray examination. 

Now he considers Ritter X-ray an indis- 
pensable pert of his preoperative work. 
lt has given him the deft skill that comes 
only with the assurance of correct diag- 
nosis. He is doing better dentistry and 
his patients know it. He is finding ALL 
the work that should be done . . . and 
his income shows it. 

Even if he didn't receive a single fee 
for an X-ray, his Ritter X-ray is locating 
enough additional work to pay for itself 


many times over. He regards any direct 
fees for X-ray as additional dividends. . 

His case is typical, doctor. X-ray is not 
merely an option, but an obligation of 
modern dentistry. Let us send you com- 
plete literature. Ritter Dental Manufac- 
turing Company, Inc., Rochester, N. Y. 


r and then 
he invested in a 
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(Continued from page 21) 


that further increase in pressure met with 
practically solid, unyielding resistance. But 
even under this heavy vertical pressure, 
the addition of a slight horizontal pressure, 
will cause a wide range of movement, a 
condition similar to the combined vertical 
and horizontal stress is found under the 
base plates where bite rims are used allow- 
ing the base plate to exert horizontal force 
upon each other. All the methods of grind- 
ing in bite rims, or taking tracings on 
them by rubbing them one against the 
other, are open to this criticism. 

The tripod has recently undergone 
some refinement, not in the basic prin- 
ciple but in the ease of handling. Or- 
iginally the records were made from 
graduation on dials that were part of 
the device but in the later model in- 
stead of dials there are three turret 
bases for recording the two lateral 
and protrusive records (Fig. 19 A, f), 
which can be operated more quickly 
and with less effort than the dials. 
The present tripod has a movable 
table actuated by a pulley-driven ec- 
centric. This eccentric is used only 
after the vulcanized dentures are re- 
placed on the tripod for milling (Fig. 
19 A, d). At all other times the cen- 


tric position sleeve is in its place. 


On the three extensions from the 
base are three turret bases and on each 
of these there are small openings 
marked by letters R, P, and L. These 
letters signify right lateral, protrusion, 
and left lateral. Directly over these 
turret bases are the large knurled bot- 
toms of the turrets (E). These are 
used to turn the turrets and have 
black index lines which automatically 
stop over the small openings men- 
tioned. Above these are three slotted 
struts (H) suspended from a knurled 
slotted ring, each strut susceptible of 


being secured against this ring by 


thumb-nuts (J) also bearing the let- 
ters R, P, and L. The ring, the struts, 
the thumb-screws, and lettered nuts 
constitute the strut assembly. The 
thumb-nuts should always read in the 
order given, from left to right. The 
top of the turret has a knurled collar, 
the function of which is to fasten the 
struts assembly firmly to the turret 
and hold in place the vertical shaft of 
a grooved guide block (MM). This 
block should move with the greatest 
freedom around the vertical shaft and 
also up and down about the horizontal 
bearings at its end. Beneath the upper 
member is a plate, suspended distally 
by a hinge and forward by an at- 
tached screw (N). This screw, pass- 
ing through the extended lip carries a 
graduated nut by which the plate can 
be raised or lowered, and a lock nut 
to secure its position. This movement 
is limited and is not intended to be 
used as a device to open or close the 
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bite; it is placed there for convenience 
in grinding the teeth to articulation. 


MountTING MobDELs ON A TRIPOD 


The casts are now removed from 
the plain line articulator and trimmed 
so as to eliminate further trimming 
when flasked. They are indexed with 
three or four long sloping cuts (Fig. 
20). The lower surface of the casts 
are soaped, and the lower cast is 
mounted in plaster on the lower mov- 
able plate in an advantageous position 
for setting up the teeth. All grooves 
should be sloping upward to allow the 
supporting balls of the upper member 
to slide to the centric position by their 
own weight. The lower base plate is 
placed on the cast. On this is fitted, 
as on any articulator, the plaster cen- 
tric check bite, upper base plate, and 
upper cast in the order named. The 
top of the upper cast is soaped and 
attached to the upper member of the 
tripod with plaster. The accurate con- 
struction of the instrument directs the 
legs of the upper portion exactly into 
the place in the grooves of the uni- 
versal devices. When the plaster at- 
taching the casts has set, the position 
of the centric occlusion as established 
by the check bite is maintained by 
three points of support, and will con- 
tinue to be maintained even though 
the direction of the grooves in the de- 
vice is changed (Fig. 21). When this 
is set the instrument may be adjusted 
to the recorded positions of the pa- 
tient. 


To adjust for left lateral excursion, 
each of the three white index lines 
found on the knurled base of the tur- 
ret should be placed directly over the 
letters L on the turret bases and all 
struts loosened in order that they may 
drop to their lowest positions. The 
plaster centric check bite is replaced 
with the check bite of the left excur- 
sion and the upper member is held in 
lateral position with the spring clamp 
furnished with the tripod ( Fig. 22 A). 
At this stage it will be noticed that 
no ball is supported by the guides 
(Figs. 22 A and 22 B) ; the upper cast 
and the entire portion of the instru- 
ment when placed on this check bite 
have assumed an entirely new position 
in relation to the lower; the balls no 
longer occupy the rest position but 
have moved to a new position; the 
grooves have also moved; the balls of 
the upper member are free from any 
contact with the grooves. This perfect 
fitting of the check bites with no in- 
terference of the instrument is an im- 
portant step in the precision of the 
position of the casts. Too much em- 
phasis cannot be put on this step of 
the technique. Now lightly and with- 
out leverage each grooved guide is 
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brought to contact the ball over it and 
the guide is secured with the struts 
attached by the thumb-nut marked L. 
The plaster check bite is removed and 
the movement tested. The pin of the 
style-holder should follow neither path 
made on the tracing plate but follow 
from the point on the outer tracing 
which it occupied in the left lateral 
excursion to the apex of the inner 
tracing or centric. The left check bite 
is replaced with the right and the tur- 
ret is adjusted over R’s on the bases 
and the guides are supported with 
thumb-nut R, exactly as for previous 
adjustments. This is repeated for pro- 
trusion, the thumb-nut marked P be- 
ing used instead of L and R. The 
check-bite plates are removed. With 
the instrument so adjusted one is as- 
sured of having the same positions that 
the patient repeats in the mouth. 


The lock-nut on the upper member 
is lowered and the graduated nut 
turned (Fig. 19 A) down one turn. 
This raises the upper cast 1 mm. The 
result will be that teeth set in con- 
tact with this position will be 1 mm. 
too long for the correct vertical di- 
mensions determined earlier in the 
technique. This millimeter will be 
closed when the teeth are ground 
to establish balance, after vulcaniza- 
tion, with the result that the operator 
will have ground into a correct verti- 
cal height instead of beginning at the 
correct vertical height and grinding 
out of it, which would inevitably 
throw the mandible into protrusion. 


The mouth tested trial set of teeth 
which were set up on the plain line 
articulator are now substituted. It is 
corrected to the proper centric occlu- 
sion, the teeth being raised 1 mm. to 
accommodate the opening of the in- 
strument. This is done, as already 
explained, to supply porcelain for 
milling in the dentures. 

Protrusion now being the last rela- 
tion on the tripod, the instrument is 
slid into protrusive position and the 
lower six anterior teeth are set edge 
to edge with the accepted arrange- 
ment of the uppers (Fig. 23 B). The 
second molar is checked, and inclined 
anteroposteriorly by tipping the tooth 
forward or backward in the saggital 
plane. The first molar and bicuspid 
balance are not essential to protrusive 
balance. 


The tripod is readjusted to lateral 
excursion, either right or left, by 
turning turrets to either O or L posi- 
tions, and the guides are supported on 
struts of either the R or L thumb-nuts 
as the case may be. Arrangement is 
now made for lateral balances as well 
as possible without grinding and by 
bucco-lingual tilting. 

I believe in an absolute reproduc- 
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Fig. 22 A 


Fig. 1? A—Improved tripod. 
Fig. 19 B—Same as I9A. 


Fig. 20—Casts indexed and placed in centric check-bite 
record before mounting on tripod. 


Fig. 21—Casts with lower mounted on tripod for centric Fig. 22B 
relation. Note indexing of upper cast. 

Fig. 22 A—Left lateral check bite placed on tripod. Before instrument is adjusted to this position no ball, it will be noted, 
is supported by guides. 

Fig. 22 B—Protrusive check bites. Note that no ball is supported at this stage. 
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Fig. 27 


Fig. 23 A—Cases flasked showing carving in wax and swaged 
metal palate in place instead of base plate palate. 

Fig. 23 B—Teeth in wax being adjusted to protrusive record. 
Screw is turned down | mm. 

Fig. 24—Dentures removed from vulcanizer and the upper fas- 
tened with plaster to tripod; the lower is about to be fastened. 
Note indexing which will assure the same placement on instru- 
ment as occupied before vulcanization; upper mounting plate 
raised to its highest position which will be lowered | mm., as 
shown in Fig: 27 when the grinding is completed. 

Fig. 25—-Case remounted on tripod for grinding after vulcan- 
ization representing protrusive position of the mandible. 

Fig. 26—Teeth just removed from flask after vulcanization. 
Note the preservation of casts and the indexing. 

Fig. 27—Centric relation after grinding. Note upper mount- 
- plate at its original position, as it was when check-bite was 
taken. 


Fig. 28—Left lateral after grinding. 
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Fig. 29 


Fig. 29—Another view of dentures going into place on tripod after vulcanization showing how the matrix guides it into place. 
Fig. 30—Same as Fig. 29. Lower case mounted with plaster;upper about to be mounted. 


tion of the rugae and the natural con- 
tour of the palate. The technique I 
use reproduces the palate absolutely 
and at the same time enables me to 
construct the palate of uniform thick- 
ness. Before the casts have been placed 
on any articulator, I dam off with plas- 
tacine, leaving the palate exposed, and 
pour low-fusing metal into it. On this 
metal matrix, a piece of Ash’s metal, 
number 7, is swedged which repro- 
duces the rugae and fine details of the 
palate almost with photographic ex- 
actness. It is then laid aside until 
ready for use.* 


When the set-up is completed, I 
remove the upper set-up from the cast, 
and with a plaster saw or cross-cut 
fissure bur cut away the palate. The 
remaining part is replaced on the up- 


per case; the previously swaged metal © 


palate is trimmed and fitted on the 
case and thoroughly waxed in place. 
The lingual surfaces of the teeth are 
carved in wax to produce the natural 
tooth effect. One should not forget to 
flow a little additional wax in the 
postdam area so that the posterior 
border of the palate will not be fin- 
ished too thin (Fig. 23 A). 


The casts are removed from the 
plaster attachment on the tripod. This 
is the reason for soaping the surfaces 
before mounting. The bottom surfaces 
are protected with cellophane or tin- 
foil in the flask. The operator should 
use a cast material which will not 
change shape or disintegrate during 
vulcanization. 


When the flask is closed after rub- 
ber has been packed, pressure must be 


1Jaffe, S. S.: Immediate Dentures, THE DeEn- 
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exerted evenly, uniformly, and slowly. 
This cannot be done with the ordinary 
flask press, but requires a spring press, 
which slowly closes the flask automat- 
ically while it is being boiled. This 
prevents the teeth from being driven 
into the plaster and also makes cer- 
tain that the rubber is pressed dense- 
ly. A compensating vulcanizer should 
be used if possible, because only with 
a compensating one can the flask be 
finally closed after the vulcanizing is 
in progress far enough to produce a 
partial shrinkage of rubber. (Expan- 
sion ceases and shrinkage commences 
after the temperature has reached 255 
degrees.) When the vulcanization is 
completed and chilled, the dentures 
and casts are carefully removed from 
the flask. While this is being done, 
one should be certain not to disturb 
or trim away the original cast. In 
other words the casts and dentures 
are left intact for replacement on the 
tripod (Fig. 26). 

The cases should be firmly attached 
in their respective positions on the 
tripod; hence the necessity of index- 
ing. The upper case is raised so that 
no teeth interfere in any excursion; 
the centric sleeve is replaced in its 
base of the tripod, with the eccentric 
pulley, and milled with a carborun- 
dum paste. With generous abrasive on 
the teeth, the operator mills in each 
of the three excursions to clearance, 
lowering the upper cast one-fourth 
turn at a time, and at each lowering 
mills all three excursions. One con- 
tinues to lower and mill or grind until 
the original position of the vertical 
dimension previously established is ob- 
tained. The cases are then removed 


and finished. 


Fig. 30 


CONCLUSION 


If the technique is carried out as 
directed step by step, and not by 
short-cut methods, upon insertion of 
the dentures no spot grinding or 
mouth milling whatever will be 
needed. The patient will have no 
locked occlusion in any movement, 
nor will traumatic soreness develop 
from wearing the dentures. 


It is my firm belief that there has 
been no articulator or technique avail- 
able until the advent of the Stansbery 
Functional Check Bite and Denture 


Tripod which would detect and accu- 


rately register all the mandibular re- 
lations with perfect precision and 
absolutely duplicate them as many 
times as desired. 


The problems of full denture pros- 
thesis will never be settled by the use 
of any one specific factor, but rather 
by a collaboration of all the valuable 
fundamental factors which have been 
recognized over a long period of years. 
But one thing is certain that every 
patient who comes to dentists for den- 
tures has habitual movement of the 
mandible whether normal or abnor- 
mal, and the degree of satisfaction 
and comfort which he experiences with 
the work done for him will be in di- 
rect relation to the degree of success 
in giving him dentures that function 
in harmony with his habitual move- 
ment. I know of no technique which 
fulfils this better than the Stansbery. 
While it is simple to use, it is definite 
and sacrifices nothing of the exactness 
which the most elaborate technique 
could possibly use. 
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LETTERS 


Congratulations on your most wonderful 
magazine. I have seen nothing like it in 
my sixteen years of experience. Keep up 
the good work!—Jas. J. Konout, D.D.S., 
Cicero, Illinois — 


You are printing a truly remarkable 
dental magazine, and I value it more than 
all the others I take. —L. W. Larson, 
D.D.S., Quincy, California 


Please allow me to add a word of praise 


to the many you have already received re-. 


garding the innovation you have attempted 
in dental literature. You may enter my 
order for a binder as advertised in the 
April issue as I would like to keep all is- 
sues intact for future reference. — A. C. 
Harvey, D.D.S., Indianapolis 


Your new DENTAL DIGEST proves the 
age-old proverb that “one picture is worth 
ten thousand words.” We are proud to be 
included as a subscriber and hope that the 
dental profession appreciates your efforts 
to the extent that you receive their 100 per 
cent support.—SuNOL & MANNING, Oak- 
land, California 


Please place my name on your list for a 
binder, as I do not want to lose any of my 
copies. I think that your publication is an 
object lesson in visual education, and while 
its bizarre appearance may not appeal to 
some men at first I am quite sure that they 
will soon learn to appreciate its great worth. 
—SAMUEL §&. SILBer, D.D.S., Newark, New 
Jersey 


I have just started my third year of 
practice and count myself fortunate to be 
able to subscribe to your new DENTAL DI- 
GEST. You can’t imagine the wonderful 
help I have received from its contents. I 
wish to compliment you on your wonderful 
magazine; one so easily understood and 
especially adapted for the person just be- 
ginning the practice of dentistry.—N. C. 
Bates, D.D.S., Bellevue, Ohio 


Please send me one of your binders with 
name. THE DIGEST is marvelous.—R. H. 
HONSBERGER, D.D.S., Amityville, New York 


Thanks so much for the June copy. We 
enjoyed it thoroughly. The only fault I 
find is that there’s not one fifth enough. 
You do have a wonderful magazine. — 
Joun Paut Jones, D.D.S., Brunswick, 
Georgia 


You are putting out a real dental maga- 
zine. Keep going.—R. E. THyKkeson, D.D.S., 
St. Paul 


(Translated from El Pais, a newspaper 
printed in Havana) 


When an institution makes a promise 
our first impulse is to doubt that it will be 
kept; for so many times we have been left 
with the desire of having what has been 
promised become a reality; and so we are 
no longer inclined to believe promises. 

The publishers of the magazine THE 
DENTAL DicEsT promised at the end of the 
year 1931 to change the form of this pub- 
lication and to make something new in the 
line of dental publications. We all waited 
expectantly and then followed with in- 
terest the numbers for 1932. 

Several days have passed since we re- 
ceived the December issue of this maga- 
zine: the promises are already a reality. 

“It is our ambition,” says the January 
editorial, “to present the case of technical 
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and scientific dentistry as clearly as possi- 
ble, as simply as we can, and as accurately 
as we know how. We wish to be modern 
in the best sense; terse, quick, factual, 
scientific. The tendency in modern litera- 
ture and journalism toward compression 
and realism and away from incoherent 
ramblings and sentimentalism, we hope to 
carry to dental editing. The crush and 
bustle of modern living drain our energies 
and devour our time. The Victorians with 
their leisure and an economic life in slower 
tempo could afford the time for slow-mov- 
ing, bulky literature, but we moderns can- 
not. We ask for facts unadorned; we de- 
mand the practical. We are scientists and 
pragmatists.” 

The principal characteristic of THE 
DENTAL Dicest of 1932 is that it covers 
all phases of dental practice and its editor 
has taken into consideration the modern 
systems of education (objective teaching), 
and its text is profusely illustrated. 

We believe that THE DENTAL DicestT has 
done a great deal of good for the dental 
profession by publishing many new tech- 
niques. All indications lead us to believe 
that the issues to follow will be even bet- 
ter, for the tendency of time is to bring 
perfection.—Dr. Max D’ou pe Arce, Ha- 
vana, Cuba 


I am enclosing a check for $2.00 to pay 
my subscription to THE Dicest for 1933. I 
have limited my practice to two hours 
daily because of my work as governor, but 
I don’t want to miss any of the copies for 
1933. THe Dicest is a textbook for me.— 
Roque HERMANDEZ R., D.D.S., San Pedro 
Sual, Honduras 


Please accept my congratulations upon 
the first anniversary of the new DENTAL 
DIGEST.—REUBEN H. Moss, D.D.S., Bronx, 
New York 


I like the new DicGest very much as it is 
a decided improvement over the old one. I 
have also gleaned many fine ideas from its 
pages, and the illustrations are very fine.— 
A. J. Motseep, Whitewater, Wisconsin 


Please renew my subscription for DENTAI. 
Dicest for another year. Enclosed find 
check to cover same. Have enjoyed THE 
DENTAL DicEsT more than any other mag- 
azine I receive.—E. W. RASMUSSEN, D.D.S., 
Davy, West Virginia 


Please renew my subscription to THE 
DENTAL Dicest. I enjoyed your maga- 
zine very much this last year.—R. R. 
Houcuins, D.D.S., Keystone, W. Va. 


I am very enthusiastic about your 
journal, and can truthfully state that I 
find it the most interesting and educa- 
tional publication of all dental papers. I 
say this with all sincerity—WILLIAM J. 
D.D.S., Cumberland, Md. 


Will you please include this month's 
number in my subscription? It is the 
best dental magazine I take and I do not 
like to miss one number.—A. G. HABE- 
NICHT, D.D.S., Denver, Colo. 


I think you have a wonderful magazine 
and do not want to miss any numbers.— 
MARSHALL Ray, D.D.S., Tyler, Texas. 


You are putting out a magnificent 
journal.—DoucLas MACcFARLAN, D.M.D., 
Philadelphia, Pa. 
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(Continued from page 25) 


public we will provide the personnel 
and equipment for treatment and a 
mechanism for payment, the whole, 
to repeat, under professional control. 
Because we have reason to believe 
that a vigorous effort will be made 
and extensive propaganda’ will be 
used to interest “social workers, civic 
organizations, and men’s and women’s 
clubs throughout the United States’ 
in the majority report of the com- 
mittee, we would urge dentists and 
physicians to organize into study 
groups in every community to pre- 
pare to present the case of the pro- 
fessions to the public. But a defense 
is not enough. So long as the best 
defense is a good offense, these same 
local professional organizations should 
be ready with plans to provide ade- 
quate medical care with a method of 
payment for all the people in their 
communities, and the professions 
should invite the cooperation of rep- 
resentative lay organizations. 


2Editorial, J. A. M. A. 99: 2034 (December 
10) 1932. 


CAST RESTORATIONS WITH 
PORCELAIN ON OCCLUSAL 
OR BUCCAL SURFACES 


(Continued from page 23) 


Fig. 1! 


wax margins being left exposed (Fig. 
9n). 

4. A wax backing and wax post is 
made for the tube tooth, placed on 
the mold, attached with wax, and 
carved to form (Fig. 10). The tube 
tooth is removed and the model cast 
(Fig. 11). 

If the technique described here is 
followed carefully, one can produce 
a restoration of sufficient strength in 
a short time with a small amount of 
material and within the means of the 
average patient. 
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DENTAL ASSISTANTS AND 
SECRETARIES 


ELSIE GREY 


Elsie Grey will be glad to hear 
from any readers, dental assistants, 
secretaries, dental hygienists and den- 
tists. Questions are just as welcome 
as suggestions. It is hoped that this 
department will provide a free and 
helpful exchange of thought on new 
and better methods in dentistry. It is 
your department and we want you to 
take the fullest advantage of it. Write 
to Elsie Grey, care ‘THE DENTAL 
DIGEsT. 


QUESTION—How can patients be 
kept from always wanting to talk to, 
make appointments with, and transact 
all their business with the doctor? 
My employer has never had an assist- 
ant before and I am at my wits’ end 
between his inclination to visit with 
talkative patients, and the patients 
refusals to transact the office business 
with me. —L. S. B. 


ANSWER—It is going to take all 
the patience, perseverance, initiative, 
and tact that you can master to over- 
come a situation that no doubt is the 
result of years of certain habits formed 
by the dentist in the conduct of his 
practice. My suggestion is to have a 
frank talk with your employer in 
which you can come to some agree- 
ment about a policy to be followed in 
the daily routine. If you are to be the 
office manager, the dentist must not 
confuse the patients by doing your 
work. He should not make the ap- 
pointments, collect the fees, or answer 
the telephone. If he does part of the 
time, and you do them otherwise, the 
patients will naturally become con- 
fused, and turn to him rather than to 
you. If your employer will say to the 
patient who proffers a payment or asks 
for an appointment, “Mrs. Blank, my 
assistant will take care of this for 
you,” the patients will soon acquire 
the habit of letting you take care of 
these things, and automatically they 
will overcome the tendency to deal 
with the dentist in these matters. All 
this cannot be done in a day, and it 
will take team work on the dentist’s 
part and yours. 


QuEsTION—Please define the fol- 
lowing: Antiseptic, aseptic, sterile. 
Also what is a septum? What is a 
spicule? —J.R 


ANSWER—A ntiseptic, ‘““A substance 
which kills the germs of 
disease, fermentation, or 
putrefaction. A remedy 
or agent that prevents 
the growth of bacteria.” 
Carbolic acid, creolin, 
iodoform, corrosive sub- 
limate are examples of 
antiseptics. 

Aseptic, “A condition 
free from germs.” 
Sterile, ““Having no re- 
productive power. Bar- 
ren. Free from micro- 
organisms or spores.” 
Septum, “A division or 
wall,” such as the nasal 
septum, the partition be- 
tween the nasal 
cavities. 

Spicule, “A minute, 
sharp, pointed body, such 
as a spicule of bone.” 


A sharp, needle-like piece 
of bone. 


QuESsTION—What are the duties of 


‘the dental nurse during extractions 


and surgical operation? 


—L. P. W. 


ANSWER—AII preparatious for the 
care of the patient and the actual op- 
eration by the dentist should be made 
in so far as possible before the patient 
comes into the operating room. In- 
struments, a supply of sterile towels, 
cotton, gauze sponges, and medica- 
ments should be ready. If the extrac- 
tion is to be done by general anes- 
thesia, the gas machine should be 
tested; if a local anesthetic is to be 
used, everything for its immediate 
preparation should be in readiness. 
The nurse should direct the patient to 
the lavatory, particularly if a general 
anesthetic is to be given. While the 
dentist is washing his hands, the 
patient’s clothing is loosened, and the 
patient is covered with a rubber or 
linen apron or towels for the protec- 
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tion of the clothes. In the case of a 
woman the hair should be covered 
with a sterile towel. All removable 
dentures and bridges should be re- 
moved and.placed in a dish contain- 
ing a mouth wash. If the patient is a 
child one should make sure he does 
not have a piece of candy or gum in 
his mouth as this might cause chok- 
ing. The patient’s mouth should be 
sprayed, or a glass of mouth wash 
prepared to be used as a mouth wash 
and gargle. 


Quiet and calmness should always 
prevail around the patient. The den- 
tist will indicate whether he wishes 
you to use the cheek retractor or have 
you assist in keeping the field of op- 
eration free from blood with gauze 
sponges. The nurse usually stands at 
the left side of the chair watching for 
any sign from the dentist that he 
needs her help, or some particular in- 
strument he may find necessary in the 
course of his work. 


Sometimes patients struggle and 
fight, or, when under a general anes- 
thetic, use abusive language. Such cir- 
cumstances should never be related to 
patients when they emerge from the 
influence of the gas, nor should what 
they have done or said be talked of 
outside the office. What actually took 
place should be strictly between the 
dentist and the nurse. The patient 
should always be urged to remain for 
a while following any surgical opera- 
tion. If possible the patient should lie 
down, the nurse making certain that 
the patient is covered and has plenty 
of facilities to keep the mouth free 
from blood. If the patient complains 
of feeling sick the nurse should imme- 
diately tell the dentist. 


Little personal attentions will be 
appreciated, such as calling a taxi, giv- 
ing the patient a supply of gauze nap- 
kins for use on the way home, asking 
if some aromatic ammonia is desired, 
or a cold drink, or if a relative should 
be notified. It is considerate for the 
nurse to telephone the patient’s home 
two or three hours afterward to in- 
quire after the patient’s comfort. 
Before the patient is dismissed follow- 
ing an extraction or surgical operation 
the nurse should ask the dentist if he 
has any special instructions to give 
the patient, which may need to be 
written out. It helps the patient to 
be dismissed with a word of encour- 
agement. 


Only an experienced anesthetist 
should ever administer the general 
anesthetic to patients, as this takes a 
thorough understanding of the reac- 
tions and behavior of patients under 
its influence, as well as competency in 
handling the gas apparatus. 
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USE PEPSODENT 


clean fine bridgework 


You spend hours in attaining mechanical perfection which abra- 

sive tooth pastes may destroy. The special precipitated calcium 

phosphate in Pepsodent Tooth Paste is approximately one-half 
as hard as chalk—hence, safe. 


WE wish to emphasize the value of using Pepsodent 
Tooth Paste in cleansing and polishing removable 
bridges. Tests show that it is peculiarly suited for use 
on bridgework. That is because the newly developed 
polishing agent in Pepsodent Tooth Paste is special pre- 
cipitated calcium phosphate—shown by accurate mea- 
surements to be approximately one-half as hard as chalk. 
The distinguishing characteristic of special precipi- 
tated calcium phosphate is that, combined with its low 
index of hardness, it possesses a remarkably high 
polishing and film-removing power. Both properties 
are highly desirable; in fact, are the two fundamental 
standards by which a dentifrice must be judged. 


THE PEPSODENT COMPANY 


919 North Michigan Ave., Chicago, Ill. 
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Wuen THE 


CHILD 
Can't CHEw 


During the process of regulating 
children’s teeth or following ex- 
tractions, it frequently becomes 
difficult—perhaps well nigh im- 
possible—for the child to chew 
solid food. 


You can guide them over this try- 
ing period by suggesting an in- 
creased use of Ovaltine—the Swiss 


Food-Dnrink. 


Ovaltine provides “a square meal” in liquid form, and has an enticing flavor which 
children enjoy. 


Of course, all growing children benefit from Ovaltine which adds important food 
elements to plain milk, and is twice as easily digested. 


Ovaltine helps to build sound bones and teeth, because it is rich in those mineral 
elements and vitamins which are needed to develop and maintain a sound, healthy 
tooth structure. 


Ovaltine is not merely a children’s food, however; it is recommended by dentists 
as a “pick-up” drink for their adult patients, and is particularly valuable where 
mastication is impaired as a result of dental operative procedure. 


We invite you to try it in your own 
home before you recommend it to your 
patients. 


This offer is limited only to practicing 
dentists. 


THE WANDER COMPANY Dept. D.D. 1 


180 No. Michigan Ave., Chicago, IIl. 
N Please send me a regular size package of Ovaltine, 
without charge, and full literature. 
DShe Swiss Food - Drinks Dr 


Manufactured under license in U.S.A. City State 
according to original Swiss formula 


Canadian subscribers should address coupons to 
a Wander Limited, Elmwood Park, Peterborough, 
ntario. 
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1933, 
DENTAL DIGEST BINDER 
IS READY 


ANY DENTAL DIGEST readers ordered binders 

last year and there will be many who will want 

them for their 1933 file. A new lot of these handsome 

and convenient binders will be ready for delivery this 

month. To insure prompt delivery send in your order 
today. 


The new binders will be just the same as the first ones 
with the exception that they will be covered with blue 
imitation leather instead of green. This makes a very 
pleasing color combination—blue with gold lettering. 


Those who have received binders are enthusiastic over 
the beauty, utility, and convenience of them. They pro- 
vide an excellent means of preserving valuable copies 


for future reading and reference. Each binder is fin- 


ished in two-tone, heavy quality, imitation leather, with 
the back embossed in 22K gold leaf. It has a metal 
backbone, is solidly constructed throughout and will 
last a lifetime. It holds 12 issues and each magazine is 
easily and securely fastened. When open, each page 
lies perfectly flat. 


The price of these binders is $2.00. You may have your 
name on the cover in gold lettering for 25 cents extra. 
Use the coupon on the last page of this issue. Note 
special offer of a binder and a 2-year subscription 
for $5.00. This represents a decided saving to you. 


THE DENTAL DIGEST 


1125 WOLFENDALE STREET PITTSBURGH, PA. 
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The most vital feature of a good 
backing is the accuracy with which 
it fits the tooth. Steele's two piece 
backings are made to fit Steele's 
Teeth. 


The solid post is accurately 
standardized to fit the hole and 
slot on Steele's Teeth. 


The sealed rivet principle great- 
ly increases retentive strength and 
at the same time prevents the 
flow of solder onto the facing side 
of the backing. 


Insist on genuine Steele's Back- 


ings with the word ""<%.4,"' under 
the end of the post. 


Liles 
Stands for Quality 


ONCE USED— 


ALWAYS PREFERRED 


THE COLUMBUS DENTAL MFG. CO. 
Columbus, Ohio, U. S. A. 
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F all practicing dentists were asked this 
pointed question it is probable that the 
majority of them would frankly confess 
themselves in need of continuous improve- 
ment in surgery technique. Perfection is dif- 
ficult or impossible to reach in a branch of 
dentistry containing as many variable fea- 
tures as dental oral surgery. But to progress 
continuously in knowledge and ability is the 
one thing you can do for yourself, your pa- 
tients and your profession. 


Doctor Wilton W. Cogswell's new textbook 
DENTAL ORAL SURGERY was designed 
and written for dentists who are not satisfied 
to remain stationary in their knowledge and 
technique of tooth removal. It describes 
and illustrates a technique that is simple but 
complete, effective yet entirely safe. It 
does not require the dentist to purchase a 
large number of special instruments but 
teaches him how to use effectively those 
with which he is acquainted. Its technique 
is entirely practical in every respect and 
ideally suited to the general practitioner or 
the man who specializes. 


DENTAL ORAL SURGERY is a book that 
will please you immensely from a reader's 
standpoint. The whole plan of the book is to 
facilitate understanding. For instance: one 
minor feature that will appeal to every 
reader is the fact that all anatomic illustra- 
tions are limited to a view of one side of the 
mouth only. This prevents confusion and the 
necessity of readjusting your viewpoint to 
different sides of the mouth. 


DENTAL ORAL SURGERY contains over 
500 splendid illustrations, many of them 
made from soap and wax models carved by 
the author. It is beautifully bound in red imi- 
tation leather and sells for $10. It is a book 
from which every dentist will derive a great 
deal of pleasure and profit. Order your 
copy today from your dental dealer or send 
us the coupon on this page. 


THE DENTAL DIGEST 
1125 Wolfendale St. N. S., Pittsburgh, Pa. 


Are You Satisfied 


With Your Oral Surgery Technique?” 


Mail this coupon or use the one on 
page 56 


THE DENTAL DIGEST DD.1 
1125 Wolfendale Street, Pittsburgh, Pennsylvania 


Send me a copy of DENTAL ORAL SURGERY at $10 
postpaid. 


Remittance enclosed Send C.0.D. 


1 

1 

' Charge through dealer with whom I have an active ac- 
count 


Dr 
St. or Bldg 
City. 
Dealer 


State 
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THE PEPSODENT COMPANY 


THE DENTAL DIGEST 


ORAL ANTISEPSIS 


at much lower cost 


Pepsodent Antiseptic puts home 
prophylactic measures within the 
reach of millions. Its high germ- 
killing power explains its economy. 


HE problem of cost decides the choice of many pur- 
chases today. That holds true of mouth antiseptics 
as well as other items. Therefore your assistance is 
requested, doctor, in educating patients regarding 
economical antiseptics. 
The full 16-ounce bottle of Pepsodent Antiseptic 
costs $1. 
Pepsodent Antiseptic may be diluted with 3 to 5 


parts of water and it will still kill germs in less than 


10 seconds. 

Its effects are longer lasting as proved by prolonged 
bacterial counts in the mouth. 

In Pepsodent Antiseptic your patients are thus offered 
a considerable saving in money with the guarantee of 
greater effectiveness. 


919 North Michigan Ave., Chicago, Ill. 
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TOOK 
HAMMER 


J UST for fun a large commercial laboratory in Pittsburgh decided to see if we 
really meant it when we said a Vydon denture could be repaired. @ So they took 
a hammer and broke the denture into a lot of little pieces. And then to show that 
VYDON is not like Humpty Dumpty they put it back together again. @ Here 
are the pictures and the laboratory will bear out our statement that you couldn’t 
see where the repair had been made. @ Probably you do not have a patient who 
will try the hammer test on his VYDON denture, or who will throw it on a con- 
crete floor, or who will stand on it, or anything like that. It may stand such abuse 
—it may not. @ But sooner or later one of your patients will have an accident 
and break his denture or at least one of the teeth. A repair will have to be made. 
There may be resorption and the denture may have to be rebased. @ In either 
case the hammer test will be mighty important to you. @ VYDON is not changed 
chemically by the original molding. @[ Because of this, there is no overcuring 
caused by the second subjection to the molding heat. Since there is entire chemi- 
cal stability in the mouth, there has been no disintegration or change in the or- 
iginal material on which the repair is to be made. A perfect union is made between 
the new and the old material. @ Just as a Vydon denture can be molded perfectly 
from several small pieces of material, so can a perfect repair be made between a 
new and an old piece. @ Another reason why VYDON is the denture base. 


LEE S. SMITH & SON MANUFACTURING CO. 


7325 PENN AVE., PITTSBURGH, PA. 


LEE S. SMITH & SON MFG. CO. 
7325 Penn Avenue, Pittsburgh, Pennsylvania 


Clip coupon 
and mail 


[] Send me your new booklet on VYDON. 


Send me .......... lower blanks ................. wafer 
units of VYDON and charge through dealer. 
NOW 
St. Number 
City 


' Dealer 
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SOFT GOLD—HARD GOLD 
What does it really mean? 


Thanks to the Brinell test these 
terms are no longer vague Under 
the steady pressure of a definite 
load, indentations are made in 
cast gold specimens by a hard 
steel ball of known dimensions. 
These indentations are magnified 
and measured. They provide an 
accurate means for comparing 
even minute differences in the 
Hardness, or Softness, of different 
alloys,—their resistance to the in- 
deniations made by the cusps of 
opposing teeth. They form the 
basis for the intelligent choice of 
the right degree of “hardness” 
for the individual case. 


NEY-ORO 
B-2 


$1.35 per dwt. 


A Type C (Hard) Inlay Gold 
A.D. A. Specification No. 5 


NEY-ORO B-2 has been slightly 
modified to make it comply fully with 
Specification No. 5, of the American wt (—i‘(C;:tCitr 
Dental Association for a Type C yr 3 
(Hard) Inlay Gold. Its original splendid 
qualities have even been improved. 


~HARTFORD 


CHICAGO «© NEW YORK 
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THE PUBLISHER’S 
NOTE BOOK 


HIS issue marks the first 

anniversary of the new DEn- 

TAL DiceEst, which became 

an Oral Hygiene Publication 
with the last January number. 


Nowadays everyone knows that peri- 
odical literature may be purchased by 
the reader at nominal cost only be- 
cause a substantial portion of the ex- 
pense of publication is borne by ad- 
vertisers. 


At its subscription price of two 
dollars per year, each copy of THE 
DIGEsT costs the reader between six- 
teen and seventeen cents, which natu- 
rally is less than the cost of production 
of so elaborate a magazine. 


The present issue, thanks to a sub- 
stantial increase in advertising patron- 


age, is the largest we have published. With the new advertising appear- 


ing in this issue, and other new cam- 
paigns scheduled for subsequent 1933 
issues, it will be possible to continue 


I scarcely think it necessary to 
apologize to DiGcEsT readers for men- 
tioning advertising in this column. 


ADJUSTING PLUG 


SECTION 


DIUSTING PLUC 
¥ 


LOWERING SPEE 


LOWERING LEV 


Weber Quality is Apparent 


We invite you to study the above illustration in order to judge the superi- 
ority of the new Weber Victory Chair. The most important feature of any 
dental Chair is stability. The new patented construction of the ways on 
which the Victory Chair travels vertically insures correct adjustment 
throughout its life. Heat-treated steel rods traveling on hardened steel cones 
and ball bearings minimize wear and when any adjustment is needed it can 
be made easily by anyone who can turn a screw driver. There never need 
be any binding or any looseness. 


OTHER IMPORTANT FEATURES 


The new Weber Victory Chair is extra heavy and extra strong. The major 
structure is Steel and Iron. All bright parts are chromium plated. The base 
ring may be removed for replating without disturbing the mechanism and 
without losing the use of the Chair. There are other special features which 
will interest you. Price $310 (Eastern Zone). 


Use coupon on last page for information 


THE WEBER DENTAL MFG. CO. Canton, Ohio 
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to improve the magazine, to develop 
to a higher degree the very definite 
editorial formula upon which the new 
journal is built. 


Thus the reader shares in the maga- 
zine’s growing advertising patronage 
for as time goes on it will mean more 
pages of text and, very particularly, 
more illustrations. 


In fact, it will be our policy to de- 
vote more of the increased income to 
illustrations than to added pages of 
type-matter, in harmony with THE 
DicEst’s plan of compressing text and 
telling as much as possible of the story 
in pictures. 


This afternoon, as I sat looking 
over the first twelve numbers, the 
mail brought a letter to the editor 
from Dr. E. A. Thomas of Hastings, 
Nebraska—president of the American 
Association of Dental Editors. 


Doctor Thomas had also been look- 
ing over the 1932 issues. He wrote: 


“The December number of THE 
DIGEST came to my desk this morning. 
Last week I gathered together the 
eleven numbers preceding, for the 
purpose of binding, and I spent some 
time studying them as a volume. 


“TI consider them a masterpiece in 
modern dental literature. The entire 
subject matter, illustrations and edi- 
torials are clear, concise and logical. 
Please accept my compliments and 


- best wishes for the future.” 


Doctor Thomas’s letter and his 
good wishes are highly appreciated— 
as is every other letter about the maga- 
zine—whether it praises the journal 
or offers a constructive criticism. 


In the March number, in this 
column, I referred to a letter from 
Dr. S. A. Allen of Glendale, Cali- 
fornia, in which Doctor Allen said 
that THe Dicest’s plan of number- 
ing pages at the foot “built a fire 
under his disposition.” 


I said then that I thought he was 
right. So now that we are starting a 
new volume his suggestion will be 
followed. Beginning with this issue 
page numbers will appear at the top 
—excepting upon title pages; there 
they appear at the foot, but next the 
outside margin. 


Merwin B. Massol, Publisher 
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lf you are NOT a subscriber to 
The New Dental Digest 


—you will find a postal enclosed with this specimen copy of the magazine. The card 
requires no stamp. ‘Your subscription may be billed through your dental dealer. It 
should be sent immediately if you desire to receive February and subsequent num- 
bers of the new magazine. 


THE DENTAL DIGEST 1125 Wolfendale Street, N. S., Pittsburgh, Pa. 


PRACTICE 
1? BUILDING 


reasons for using 


Gas-Oxygen Anesthesia 


* 1. Complete elimination of pain 
2. No after effects 
3. A “Good Will” builder 
4. Completely safe 
5. A definite practice builder 
6. Pleasant for the patient 
7. Simple to control 
8. No physical changes 
9. No instruments to fear 
10. Easy to administer 
11. Quickly induced 
12. Easily adopted 


YOUR C | | LD PATIENT TODAY 
WILL BE YOUR “ADULT” PATIENT 


TOMORROW! 


Buiia up a reputation 
with the children . . . it pays. Get 
them to say, “I like to go to our 
Dentist”, and your practice among 
children and grownups, too, will 
show a healthy increase. That’s why 
more and more Dentists recognize 
the profit value of Gas-Oxygen 
Anesthesia in 


* Complete Elimination of Pain 


If you are not now administering 
gas anesthesia, you can get details 
of its many advantages from our 
“Articles on Anesthesia’. Fill in the 
coupon below. 


If you are administering Gas- 
Oxygen Anesthesia, be sure to speci- 
fy ‘‘Ohio’’ gases, made by the 
‘Pioneers and Specialists in Anes- 
thetics’’, in every order! 


THE OHIO CHEMICAL & MANUFACTURING CO. 


1177 Marquette St., N. E. 


‘PIONEERS AND SPECIALISTS IN ANESTHETICS”’’ 


CLEVELAND, OHIO 


BRANCHES IN ALL PRINCIPAL CITIES 


Gentlemen: 


Name 


The Ohio Chemical & Mfg. Co., 1177 Marquette St., N.F., Cleveland, O. 


Please send me, without charge, your list of ‘‘Articles on Anes- 
thesia”, which you supp!y to those interested upon request. 


<@ Get 


DD-13 these 


Free 
Articles 


Address 


( I am now using gas. (I am considering taking up gas anesthesia. 


Anesthesia 


| Or use coupon on page 56 


“Gently 


but 
Firmly” 


One of the most significant 
phrases in dentistry is “Gently 
but Firmly” because so many 
operations must be performed 
in that way. Particularly in 
prophylaxis where there is 
danger of injuring delicate 
tissue, but where you must 
obtain real cleansing action. 
That is why you should use 
BS Polishers for all cleansing 
and polishing operations. 


BS Polishers are known as the 
“Gentle Polishers with Pep” 
and have become increasingly 
popular through 13 years of 
use by tne dental profession. 
There is no exposed metal to 
scratch enamel and only soft, resilient 
rubber comes in contact with tooth or 
gum surfaces. By wrapping around the 
tooth and spreading out BS Polishers 
reach all the exposed surfaces of the 
teeth and extend into the proximal sur- 
faces and under the free margin of the 
gums. 


Periodontists will find BS Polishers to 
be of great service, particularly when 
used in connection with Young’s Medi- 
cator and Masseur—a handle made of 
polished Bakelite and stainless steel to 
hold the polisher and force medica- 
ments into diseased pockets in the gums 
and for gum massage. See accompany- 
ing illustration. 


POLISHERS 


PATENT NO. 1277020 


sii tf 


BS Polishers—$.60 a dozen, $6.70 a 
gross. Young’s Medicator and Masseur 
—$1.00 each, $5.50 the half dozen. 


May we send you a reprint “Research in Sub- 
gingival Therapy”? It’s free, use coupon on 
last page of this issue. 


Use coupon on page 56 


YOUNG DENTAL MFG. CO. 


4958 Suburban R. W. St. Louis, Mo. 
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Coupons 


See second cover D.D.1 


J. F. JELENKo & COMPANY 
136 West 52ND STREET, New York 


Please send me more information about 
JELENKO GOLDs. 


Dr 
Address 
Dealer 


See insert D.D.1 


RITTER DENTAL MANUFACTURING COMPANY 
ROCHESTER, N. Y. 


Please send me more information about 
Visual Education. 


Dr 
Address 


Dealer 


See page 46 D.D.1 


THE WANDER COMPANY 
180 N. MicHiGAN Ave., CHICAGO, ILL. 


Please send me regular size package of 
Ovaltine, without charge, and full liter- 
ature. 


Dr 
Address 


See page 47 
GENERAL ELECTRIC X-RAY Corp. 
2012 JAcKsON BLvp., Cuicaco, ILL. 


D.D.1 


Please send me more information regard- 
ing your CDX X-Ray. 


Dr 
Address 


Dealer 


See page 48 
THE DENTAL DIGEST 
1125 WOLFENDALE ST., PITTSBURGH, PA. 


D.D.1 


Please reserve binder for me at $2. Name 
on cover 25c extra [_]| 


Dr 
Address 


See page 50 
THE DENTAL DIGEST 
1125 WOLFENDALE ST., PITTSBURGH, PA. 


Send me “Dental Oral Surgery” for $10. 


D.D.1 


Dr 
St. or Bldg 
City 


THE DENTAL DIGEST 


January, 1933 


Wilson’s CO-RE-GA is 
Used and Prescribed very 
extensively by full denture 
prosthetists. Holds Den- 
tures Firmly and Comfort- 
ably in Place while your 
Patients are Learning to 


Wear 


THE TRIAL SIZE COREGA 
§S FURNISHED FREE 
TO DENTISTS ~~ 
Mail the Coupon 


Dealer 


See page 52 D.D.1 


Lee S. SmitH & Son Mec. Co. 
7325 PENN AVE., PITTSBURGH, PA. 


Please send me your new booklet on 
VYDON. Semd ME UPPOT 
eee wafer units of Vypon and 
charge through dealer. 


Dr 
Address 


Dealer 


See page 54 D.D.1 
WEBER DENTAL Mec. Co. 

CANTON, OHIO 

Please send information on 

Chairs Units 
Engines Lights 
Cabinets X-rays 
Cuspidors 

Dr 

Address 

City State 


See page 55 
THE On10 CHEMICAL & Mec. Co. 
1177 MARQUETTE ST., N.E., CLEVELAND, O. 


Please send me, without charge, your 
folder “Articles on Anesthesia.” 


D.D.1 


Dr 
Address 


See page 55 D.D.1 


YOUNG DENTAL Mec. Co. 
4958-I SUBURBAN R. W., Sr. Louis, Mo. 


Send reprint “Subgingival Therapy” and 
sample BS Polisher. 


Dr 
Address 
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